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In the preparation of this little book, I have con- 
sulted the works and compared the views of many I 
who have been eminent in the physical exploration f 
of the chest, such as Laennec, Avenbrugger, Corvi- 
sart, Piorry, Skoda, Barth and Roger, Walshe, Hope, , 
Stokes, Fuller, Grisolle, Bennett, Latham, Flint, Bal- ' 
four, Hayden, Ziemssen, Fothergiil, and Loomis, and i 
here desire in a general way to acknowledge my in- 
debtedness to them, as it has seemed impossible to do j 
so in the text in each instance. 

Since the illustrious Laennec discovered the art of 
auscultation in 1816, very many investigations have 1 
been made and much has been written on the sub- 
ject. While on the one hand it is perfectly surpris- 
ing how little the master mind of Laennec left to be 
done, and how many of his descriptions, classifications, 
and meanings of sounds still remain unimproved upon 
in spite of sharp criticism, yet on the other hand, as 
would naturally be expected, other experimenters I 
since have discovered new facts, and by a wider ex- I 
perience have been able to point out more or less 
error here and there in the works of the father of | 
auscultation. I have endeavored to give, arranged in | 
tabular form, a condensed summary of the most au- * 
thentic observations down to the present time. 
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As to the theories of the mechanism of the produc- 
tion of some of the sounds, there has been a great 
deal of controversy, in which Skoda with his " con- 
sonance " and " tension " and other theories has taken 
quite a prominent part. Those theories have been 
given in the following tables which seem most rational 
and which are at present most generally accepted. 

In the nomenclature of the physical signs, care has 
been taken not to use those terms which merely ex- 
press somebody's theory of their mode of production. 
Skoda's " consonating rale," for instance, is a very 
ill-advised term, as the theory of consonance is far 
from being universally accepted, and no one who re- 
jects the theory would like to use such a term. 
Even the common term "mucous rSIe" has been 
made to give place to the much more expressive 
" bubbling rS,le," which does not imply that it is 
always caused by mucus, but leaves room for its pro- 
duction sometimes also by pus, serum, softened tuber- 
cle, etc. 

To avoid confusion, and for the convenience of 
those who may have become familiar with some par- 
ticular authority, many of the synonyms have been 
added in small type in parentheses. 

In determining what classification to follow, it has 
been thought desirable to avoid the excessive and 
I complicated refinements of some authors, without, on 

I the other hand, losing sight of the necessity for suffi- 

I cient thoroughness. 

I There has been an effort to make the arrangement 

I of material in the following tables so systematic, that 

I any special point needing investigation can be imme- 

I diately referred to, without a tedious and laborious 



• 




search through many pages and perhaps many vol- 
umes. The condensed tabular arrangement , will be j 
found especially advantageous also in diiferential di- 1 
agnosis, as it brings into such close juxtaposition in- 
formation which is usually widely scattered, rendering 
comparison easy, point by point. 

Studied in connection with Chapter IV. of Da 
Costa's excellent work on Diagnosis, with its graphic 
descriptions and convenient, helpful diagrams, these 
tables will probably' furnish the student with all that 
is really necessary in tlie majority of cases coming 
under observation. If, however, he desires to make 
a special study of the subject, he is referred to the 
two large and valuable treatises on the " Diseases 
of the Respiratory Organs " and " Diseases of the 
Heart," written by Dr. Austin Flint of New York, 
who is probably the greatest authority on the phys- 
ical diagnosis of such diseases in this country, and to 
whom I desire to acknowledge myself especially in- 
debted. It should be remembered, however, that the 
pathology of these works is not quite up to date. 

It is also hoped that this handbook may be found 
useful by physicians in active practice. It is hardly 
to be expected that practitioners who do not make a 
specialty of lung and heart diseases, even if they 
have at some time carefully studied into the subject, 
and have been well posted, can retain in their memories 
for immediate use at all times every point necessary 
for a delicate physical diagnosis. If the case be at 
all obscure, they feel the necessity of consulting some 
authority. In such emergencies, the busy doctor may 
appreciate such a time and labor saving contrivance 
as the present. It often needs only a word here and J 
there to revive memories of extensive reading. 
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vi PREFACE. 

It is very doubtful if at this late day any well edu- 
cated physician could be found to despise the value 
of auscultation and percussion as aids to diagnosis. 
Such a contempt would at once stamp the man who 
Bhowed it as an ignorant pretender. But there are 
many who do not feel thoroughly at home in this 
branch, and on account of too slight practical ac- 
quaintance with it, and lack of time or inclination 
for a laborious research into its theory, prefer to trust 
for the most part to the eymptoma alone rather than 
to the uncertainties (to them) of physical signs. 
Here most truly " a little knowledge is a dangerous 
thing." For if the practitioner, finding jerking res- 
piration, for example, in a given case, knows that 
jerking respiration is a sign of phthisis, and does not 
remember that it may be a sign of several other dis- 
eases too, and on the strength of this sign alone diag- 
nosticates the case as phthisis, it would, indeed, be ftir 
better for him to have known nothing whatever of 
auscultation and percussion, and to have been guided 
entirely by the symptoms. It is such partial knowl- 
edge, to say nothing of the utter ignorance of others, 
that has to some extent brought auscultation and per- 
cussion into disrepute in certain places. 

It is very desirable to have a proper appreciation 
of the comparative value of physical signs and symp- 
toms, without enthusiastically overestimating either. 
He who trusts to symptoms alone for his diagnosis of 
heart and lung diseases will very, very often be led 
astray. On the other hand, tixe mistake may be made 
in the opposite direction of placing too exclusive reli- 
ance on physical signs alone. In fact, they must be 
taken together and complement each other. If they 



are, and proper attention is paid to the history of 
each case, and also to its well-known pathological 
laws, an accurate diagnosis can be made in the great 
majority of instances. 

When speaking of heart diseases, Da Costa eays : 
" A knowledge of the physical signs is the solid 
foundation, without which any structure that may be 
reared will soon tumble to pieces." 

In fact, the symptoms of heart disease are compara- 
tively insignificant. Quite so much cannot be said of 
the comparative value of signs and symptoms in lung 
diseases ; but even here the great importance of the 
former is attested by the immense strides which have 
been made in the diagnosis of such affections since 
the discovery of the present methods of physical ex- 
ploration, which would have been utterly impossible 
before. 

The plates have been reproduced (with slight alter- 
ations), by the "direct transfer" process, from the 
" Handbuch und Atlas der topographischen Percus- 
sion," by Professor Weil of Heidelberg, published 
at Leipzig in 1877- 

H. C. CLAPP. 

BoBTOH, October 3, 1878, 




DJTEODDCTION. 

PAKT L 

TABLE NO. 1. 
Rbbfiqation in Health. 

Tesicnlor, puerile, aenile, and trai^heal or latjngcal .... 

TABLE NO. 2. 

ReSPIBATIOIT IH DiRBAflB. (I-) ABNORMAL InTBNBITT. 

Exnggerntcd, feeble, and auppiesaed 

TABLE NO. 3. 
Rbbpibatiok ni Disease. (B.) Ashdbhai. Bsttbu. 

Jerkiug rcspicatioa and prolonged expiration 

TABLE HO. 4. 
Bbspiratiox n Disease. (3.) Abnohuai. Quilitt aks Pitoo. 
Bronchial, broncho-Tesicular, carornous, and Hmphotic .... 

TABLE NO. S. 

I. Tracheal and larTog^ea] ; drj and moist 

11. Branchial; dry (soDorous and gibilant), and moist (coarso and line 

bubbling and eubcrepitant) 

UL Vesicnlar ; crepitant 

IV. CarernoOB ; gurgling , 

TABLE NO. S. 
MOBBID Flecral Sodddb. 
Fnction MUuds, metaUic tinkling, and sploshing . • • . • 



TABLE KO. 7. 

The VoicB in Hkaltb. 

r laryngeal voice and whidpor, iiormal tlioracic vocal n 
md fremitus, and normal bioudiial wliisper . 



Tun VOIC£ IS DiEBASE. 

Sapprcased, diminished, and increused votal resonanee and fremiti)!, in- 
creased broQchifll whiaper, bronchophony and whisperiug bron- 
chophony, cavsrnoUH whis]«r, amphoric voice and whisper, pec- 
toriloquy iind vfhisperiiiK pectoriloquy, lEgophooy, and metallic tink- 
ling 



TABLE NO. 9. 
Pejicossion Signs. 



Kormal resicnlar 
gerated, amph( 



PART II. 

TABLE NO. 10. 
The Phtsicai. DiAONOsia of Diseases o 



i LnKQB. 



Acntfl and chronic pleurisy, empyema, hydrotliorax, pulmonary cedcma, 
pneumo-hydruthorax, pDcnmothornx, emphysema, asthma, bron- 
chitis, capillary bronchitis, plastic bronchitis, cronpoua pncnmonift, 
catarrhal pneamonia, chronic pneumonia, acute miliary tuberculo- 
sis, phtbi^is, dilatation of bronchi, carcinoma of lung, and iutra-tlio- 
racic tumors, especially a 



TABLE NO. n. 
TnH PHTaiaAL Diaqhosib of Disbabb 



r THE Hbakt. 



The healthy heart, pericarditis, endocarditis, hypertrophy of the left and 
right hearts, dilatation, valvular lesions ot the left heart (aortic ob- 
Btmclion and regurgitation, and mitral obstruction and regurgita- 
tion), and of the right heart (pulmonic obatmction and regurgita- 
tion, and tricu!.pid obstruction and legargitation), fatty degenera- 
tion, and cardiac neuroses 



mTRODTJOTION. 



Pathognomonic physical signs are exceedingly 
rare. It is not true that each disea.se has helonging 
to it one or more individual signs like labels, which 
are always associated with it and no other. The no- 
menclature of diseases is not so rigidly prescribed by 
nature as it would be in such a case. Physical signs, 
instead of representing individual diseasesj represent 
merely physical conditions which may be common to 
several diseases. For instance, dullness on percus- 
sion, bronchial or broncho-vesicular respiration, bron- 
chophony, and increased vocal fremitus in combina- 
tion would indicate solidification of the lung, but 
they do not tell us on what the solidification depends. 
It may be pneumonia, it may be phthisis, it may be 
collapse of pidraonary lobules, it may be limg tissue 
compressed by a pleuritic exudation. The disease, 
the particular cause of the solidification, we have to 
reason out from the presence or absence of other 
physical signs, from our knowledge of pathology, and 
from the history and symptoms of the case. 

Before beginning the study of auscultation and per- 
cussion, the student should he thoroughly posted in 
the anatomy and physiology of the organs of respira- 
tion and circulation. Then naturally follows the to- 
pography of these organs. As an aid in constantly 
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keeping before the mind this topography, which is of 
very great importance, especially in the diagnosis of 
heart diseases, the plates have been added to this vol- 
ume, and should be carefully studied and otlen re- 
ferred to. The details of pictorial illustrations are 
easier for most persons to remember than long verbal 
descriptions, no matter how accurate they may be. 

For convenience in localizing, recording, and com- 
paring signs, the surface of the chest haa been mapped 
out into anterior, lateral, and posterior regions, right 
and left, as follows : — 

Antekiorlt — The supra-clavicular region, extend- 
ing from the clavicle upwards a distance varying from 
half an inch to an inch and a half; clavicular, the 
space occupied by the clavicle ; infra-clavicular, be- 
tween the clavicle and the third rib ; mammary, be- 
tween the third and sixth ribs; infra-mammary, be- 
low the sixth rib ; supra-sternal, the hollow space 
above the sternum ; superior-sternal, under the ster- 
num above the third rib ; inferior-sternal, under the 
sternum below the third rib. 

liATEBALLr — The axillary region, having for its 
lower boundary a horizontal extension of the lower 
boundary of the mammary region ; infra-axillary, be- 
low this line. 

Posteriorly — The scapular region, the space oc- 
cupied by the scapula, extending also to a horizontal 
line drawn through its lower angle ; infra-scapular, 
below this line to the twelfth rib ; interscapular, be- 
tween the inner margin of the scapula and the spinal 
column. 

It ia very essential that the healthy sounds of aus- 
cultation and percussion should become thoroughly 
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familiar to the student before he spends much time 
on the morbid sounds. And yet, there ia a constant 
tendency to hurry over and neglect the former for 
the sake of getting at the practical work of the lat- 
ter. No one would undertake to tune a piano without 
being so famiUar with the true tones that he could 
recognize the least departure from them. Very often 
in the most important cases brought to the physician, 
where there ia the greatest desire for information, as, 
for example, in the detection of the very beginnings 
of phthisis, the deviations from the normal sounds are 
so slight as to be entirely disregarded by those who 
do not know by practice exactly what the normal 
sounds in the different regions of the chest ought to 
be. And even where one thinks he knows this, con- 
stant reference to the healthy standard is necessary. 

Auscultation is said to be immediate when the un- 
assisted ear is applied to the chest of the patient, and 
mediate when a stethoscope is used. Both methods 
are in use, and it is very desirable to become practi- 
cally familiar with each. Some physicians think that 
they can hear as well with the unassisted ear as with 
the stethoscope ; but the great majority of those who 
have much to do with au.scultation give a very de- 
cided preference to that instriiment. Those who have 
used a stethoscope for any considerable length of 
time very seldom like to give it up. It is often pref- 
erable on groimds of delicacy when examining lady 
patients, and the avoidance of too close contact which 
it insures is certainly pleasanter to the examiner, 
when the patient happens to be at all uncleanly. 
Besides, it can be applied to certain places (such as 
the hollow over the clavicle, for instance) to which it 
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is difficult or impossible to adjust the ear. With it, 
also, particular sounds, which we may wish to locate 
definitely and to hear as far as possible unmixed with 
others (as, for instance, valvular murmurs), can be 
circumscribed. With Cavimann^s double or binaural 
stethoscope, which is the best, the sounds are intensi- 
fied and made more distinct, and some are rendered , 
audible which would be inappreciable to the unassisted | 
ear. At first, until one gets accustomed to it and j 
learns how to use it, there is a disagreeable humming 
or buzzing which is very confusing, but this soon 
passes off. The pectoral extremity should be closely 
applied with moderate pressure, and the edges should ; 
fit the skin exactly all around, not being tilted up at ! 
one side to allow the air to enter. The poora should ■ 
be quiet and there should be no friction between the 
stethoscope and the clothing. Stiff hair on the chest 
under the instrument often occasions a sound which 
might be confused with the crepitant rale. Beginners 
almost always get the ear-pieces in the wrong way. 
They should follow the direction of the auditory canal. 
The stethoscope should be applied to the bare skin. 
When the unassisted ear is used, it ia pleasanter to 
have over the chest one thickness of soft cloth, like 
the undergarment, or a towel. When an accurate ex- 
amination in a doubtful ease is desired, it is utterly 
impossible to make it without removing the most, if 
not all, of the clothing from the chest ; and the man 
who, in such, a case, gives two or three raps, puts hia 
head down over a stiffly starched shirt or creaking 
corsets or rustling silk, and then solemnly and oracu- 
larly pronounces an opinion, is generally acting igno- 
rantly or dishonestly by his patient. It might almost 



INTRODUCTION. XT 

be said that if the intra-thoracic noises are all so loud 
that they can be heard above the noise which the 
outside clothing makes, it is not of very much im- 
portance to the diagnosis that they be heard at all, 
for in such conditions the symptoms are generally 
enough. The great danger in listening through all 
the clothing is that of not hearing (or mixing up) deli- 
cate and important signs. In many cases, where the 
problem is to decide whether or not phthisis is pres- 
ent, it is sufficient to unbutton the upper part of the 
clothing and turn it aside so as to expose the infra- 
clavicular regions for examination, as phthisis gener- 
ally attacks these regions first. But even here, if no 
deposit be found, particular thoroughness demands a 
further search. 

In immediate auscultation it is advisable to close 
one ear with the finger to exclude outside noises, 
and particularly when studying vocal phenomena. In 
the latter case, besides, the patient should turn hia 
head to one side and put his hand up to his mouth to 
prevent the auscultator's confusing his voice com- 
ing directly from the mouth with the vocal resonance 
coming through the chest. The auscultator should 
also avoid stooping over too much when listening, as 
the congestion of blood caused by such a position 
dulls somewhat the acuteness of hearing. Unless too 
weak, the patient is best examined in the sitting post- 
ure, with his arms hanging down for the anterior 
portion of the chest, raised and crossed over his head 
for the lateral regions, and crossed with the body bent 
forwards for the posterior regions. Generally he has 
to be instructed to breathe harder than usual, and often 
has to be shown how to breathe properly. In children 
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it is easy to judge of the vocal resonance when they 
cry. Finally, one side of the chest should be con- 
stantly compared with the other, portion by portion. 

Percussion, as a method of diagnosticating disease, 
was discovered by Avenbrugger, whoae researches 
were published at Vienna in 1761. They attracted 
but little attention, however, nntil Corvisart fifty 
years afterwards translated them into French and in- 
troduced the practice into the French hospitals. Per- 
cussion, like auscultation, is both immediate and medi- 
ate. The immediate {which was the only method 
known to Avenbrugger and Laennec), where the chest 
was struck directly by the fingers, is now never re- 
sorted to, having been entirely superseded by the 
invention by Piorry of mediate percussion, which 
interposes some solid substance, called a pleximeter, 
between the chest and the percussing agent. For 
this purpose, Uttle plates of ivory or wood with han- 
dles have been used, or a flat piece of common elastic 
India rubber. The best pleximeter, however, is a 
tapering cylinder of hard rubber or gutta-percha 
about two inches long, flanging at each end, one cir- 
cxdar end-piece being smaller than the other for ap- 
plication to the intercostal spaces and supra-clavicular 
regions, the body of the cylinder (which is applied 
to the chest at right angles) making an excellent 
handle. The best percussor is a little hammer with 
a hard rubber rod or handle which can be detached 
from the head, which is made of brass and tipped 
with soft rubber. Most physicians use for a plexime- 
ter the left middle or forefinger, with its palmar sur- 
face applied to the chest, and for a percussor the right 
middle or forefinger (or both together), bent so as to 
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strike at a right angle. Althongt it takes considera- 
ble time and practice to become really expert in per- 
cussing with the fingers, much more than with the 
instruments juBt described, yet everybody should 
learn this method, as it ib a very valuable one, and 
the instruments cannot always be at hand to be de- 
pended upon. Where one has a great deal of per- 
cussing to do, however, he generally prefers the in- 
etniment*>, as so much pounding on the back oj' the 
finger used as a pleximeter in apt to make it sore. 
Besides, the instrument* bring out the sounds more 
distinctly, eBpecially for purposes of demonstration to 
others. 

Unless the patient io really obliged to lie down, he 
^ould be percussed in the sitting or standing poHtiire, 
■with his arms placed a» already dewribud for aiis- 
cultatioD, the examiner being directly in front. Tlie 
two sides should be percuswjd at Uie same stage of 
respiration, as the expanded lung occupies more room, 
pushing down the liver and Bpleen and premfing more 
in front of the heart; the dUTwreiice between a full 
inspiration and a deep expiration being very consid- 
erable. 

Since we draw our inferences aH to the condition 
of the lungs from the comparative sound in differ- 
ent parts of the chest ratlier tijan from the absolnte 
Bound, this varying somewhat in different individu- 
als, it is important to strike, immediately after each 
other and with the same force, portions on one side 
which correspond as nearly as possible to portions 
on tlie other side. Four or five raps in succession 
§re best, and should be quick and sharp rather than 
dow and heavy. More forcible blows are required to 
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elicit the sounds of deeply seated than of superficial 
portions. The finger or pleximeter should be applied 
firmly on the spot to be examined, and with precisely 
the same amount of firmness on the corresponding 
spot on tlie other side. 

The pressure should be sufficient to condense the 
Boft parts on the outside of the cheat. Percussion 
should be performed by a movement of the wrist 
alone, tlie arm and forearm remaining motionless. It 
would be well for the beginner to commence by per- 
cussing the right infra-clavicular region in a healthy 
subject, and to contrast the vesicular resonance found 
here with the flatness of the liver. Next he might 
try to bring out tlie proper sound of that part of the 
fiver which lies underneath the lung. After becoming 
practically familiar with all the sounds in the different 
regions in health, he can try, as a final teat of his 
powers, the deep cardiac space. If he can bring out 
the sounds of that satisfactorily, he may consider him- 
self proficient. 

IJeart-munds. — In health there is no difficulty in 
telhng by auscultation which is the first and which 
the second sound of the heart by the rhythm and 
the distinctive characters of the two sounds at the 
apex and base ; and generally it is easy to decide the 
question in the same way if the heart is diseased, 
when it is desired to know whether a murmur is sys- 
toUc, presystolic, or diastolic. But sometimes it is 
impossible or difficult to do so. In such cases, if the 
apex-beat can be felt, this being synchronous with the 
first sound, the problem is at once solved. If it can- 
not be felt, the radial pulse will settle the point, or 
still better the carotid, which is more nearly aynchro- 
Inous with the first sound of the heart. 
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PART I. 
PHYSICAL SIGNS. 



f 20 AUSCULTATION AND PERCUSSION. ^^^H 
I TABLE ^^1 


1 V...T..S. 


™.„™.„„.,™. ^m 


VmonidiB Bbbpibation. 

{Pcl™mi7.1 


A salt, difiused aonnd of a breexg diaracter, gradt^^^^H 
Dally developed and continuons. Increaaed in &K^^^^H 
tenaibTwicti tbe rapidity and force of respiratioa,^^^^H 
and prolonged bj a fiili inspiration. Loie pUA. ^^^^H 

^ot veaicular, bat feeUy lAiwing in qnalitr.^^^^H 
Pilch toner and intensity much leSBtliuuin ina^^^^^^l 
ration. UsuaUy not more than one fourth tW^^^H 
length of inspiration, and abeont in about onv^^^^H 
Ibird of the cases. No inccrval between iaspirfc^^^H 
tion and expiration. ^^^H 


POBBILE EeBPIRATIOS. 


The sameq^nality, pitch, and rhythm as the (pal-^^^^H 
moniiryl vesicular murmur, but exaggerated ar^^^^^^| 
intensified in degree. ^^^^H 


Senile Be»pir>.tion. 


The same as the vesicular respiration, except ^^^^^^| 
that the tBleiuiig is diminished and the expiratioD ^^^^H 
relatively more developed and longer. ^^^^^H 


P TEACHEiL OH LaHTNQEAL 


Insniration. ^^^^^^M 
Tabular in quality, loud, dry, and hollow. ^^^H 

and expiration. ^^^^H 

Tubular in quality. Uniformly present. Am^^^^^^M 
longer. More intense and higher in pitch. ''^^^^H 


\ J 



AUSCULTATION AND PERCUSSION. 



HE8PIBATI0H TS HEALTH. 



,9 frictioa 



Intpmaory Sound. 

1. "By vibratjoiii eiDiWd 

ward corrent of ftir liy i 
against the walla of Che air pasaagen. 

2. B; the obstacles presented hj the 
iabdivision or the brancbi ; " unil 

3. Bj Che forcible separatioti of the 
walls of ihe palmoDur^ veaicle^. which 
after the previous expiration have be- 
come moreorlesa adherent on account 
of their oatural mouture. 
Expirnlon/ Sovnd. 

Simpl/" bjtherihmlioas excited in 
the expired air b^ its friction against 
the wuJlH of the nir-pnMugCB." 



All parte of the chest There are 
variUioDs in the inteusitj of the mnc- 
miirinthe differeat rcgfionsof ibc cheat, 
there being more in the infra-clavicular 
_..j ,pu]ar and in the axillarj 



and least of all in the scapalar region. 
Bomctimtg there li riio s tlighl dlinrl^ ba- 



ths left Ibw on tbe right (ide.intha lUtor 
re b«big jl alight apprDmrti to tha Dharutbor 
bTODcibr}-T«iculu mplntioa (Tkbl* Na. 
1, c.eiplnUon B lltllDlongetHlth hl^Mr 
^, uiit iDipimtiiiii B fittlH shortfliwd. 



The greater intensilr of the rouimur 
is owing to the ^renter freedom of the 
action of tbe lungs in early cliildhood. 



In children, in all parts of the chest 
where the ordinary v "" ' - - 
tiou is audible. 



The change is owing to the attenua- 
tion of the walls of the air-cells in aged 



In old age, in nil parts of the chest 
wliere the ordinary veBicnlat reapira- 
liun ia audible. 



By the rush of air thronph a tribe of 



considerable 



igh nud ii 



lie uiametcr, rongn nt 
ujar on ita internal surface, and possess- 
ins soand-reflecting propertiea. "The 
higher pitch of the sKpiratoip' sound ia 
due to the greater contraction of the 
glottis by the approximadoa of the vo- 
cal dhordi in expiration." 
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TABLE NO. 9.-KESFmATI0N IN DISEASE. ^^^| 


v.«™. 


c^™ „„....„. 


•~ m 


EXAGGGEATED ReH- 


Lika the healthy veric- 
plar marmnr in pitch, 
chjthm, and quality, bnt 
inten»ified in degree. Iden- 
tical in character with the 
pnerilB reflpiratioti of 
tealthy children. 


By the exceeaive action ^^^H 
of certmn healthy portions -^^^^M 
of tbelungit.set nptoanp-^^^^H 
ply the deticiency ol tm-^^^^H 
piration in other portion^ ^^^^H 
nhicli are destroyed or ^^^^H 


Fexbuc Rbbfisa- 


"The ordinary veaicnlar 
mnrmur, not altered in 
character, but simply di- 
minislud in intaitity and du- 
ration." 


By any ca«M which in- ^^^| 
terferea with and preventa ^^^^H 
the full inflation of the ^^^H 
lungs. Snehas— ^^^H 

1. An obstruction to Ihfr^^^^H 
paesB^ of air in eome pot^ ^^^^H 
tion of the air tubes. ^^^^H 

3, Ad obstruction «^^^^H 

3. 6otne icEtraint on ^^^^| 
chest. n 
mur may be impBrfectly J 

BolidB, or air. ■ 


(Abwnt.) 


No soond is beard. 


By very great obstrac- H 
tion to the entrance of air, ■ 

fluid or air in the cnvity ■ 
of the pleura, pieventinir 1 

sound. 1 


K i 
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ABNORMAL INTENSITY. 



USUAL SEAT. 


DISEASES INDICATED. 


Not peculiar to any portion of the 
chest, and not diffused generally 
throughout both sides of the chest, like 
the healthy puerile breathing, but 
limited to certain spots in the vicinity 
of diseased portions of the lungs, or 
heard all over the healthy lunOf when the 
other 18 diseased. If heard all over 
both lungs, it is to be regarded merely 
as an individual peculiarity and not 
as a sign of disease. 


Pleurisy. 

Pneumonia 

Phthisis. 

Vesicular emphysema. 

Apoplectic efifusion. 
Carcinoma. 
Spasmodic asthma. 
Pneumothorax. 
Foreign body in bronchus. 
Aneurismal or other intra-th<ffiacie tmnoTf 
pressing on certain bronchi. 


Variable. The whole or a part of a 
lung. 

Feeble respiration, occurring in so 
many conditions, becomes of diagnos- 
tic importance only when associated 
with other phenomena. 


1. Croup ; oedema or spasm of the glottis ; 
inflammatory exudations in the larynx ; for- 
eign body in a bronchus; mucus, serum, blood, 
or pus in bronchus ; swelling of mucous mem- 
brane in bronchitis ; asthma ; permanent con- 
traction of bronchi ; tumors pressing on bron- 
chi, i. e.j aneurism or enlarged lymphatic 
gland. 

2. Phthisis, pneumonia, pulmonary oede- 
ma, vesicular emphysema, extravasation of 
blood. 

3. Paralysis of costal muscles or of diar 
phragm; general debility; permanent contrac- 
tion after chronic pleurisy ; old pleuritic ad- 
hesions ; deformity of chest ; the pain of acute 
pleurisy, pneumonia, intercostal neuralgia, 
pleurodynia, or peritonitis : the mechanical 

nterference of ascites, pregnancy, and abdom- 
nal tumors. 

4. Pleuritic effusion, thick layer of lymph 
on pleura, hydrothorax, pneumo-hydrotho- 
rax, tumors, tiiick layer of fat on outside of 
chest. 


" May occur in any portion of the 
chest, but always limited to one or more 
parts, and usually to the whole or some 
portion of one lung only." 


i 
Same diseases as feeble respiration, 
with this difference, that it indicates 
more decided anatomicallesions Most 
commonly observed in connection with 
excessive effusions of fluid or air m the 
pleura. 



AUSCULTATION AND PERCUSSION. 



* TABLE KO. a— EB8PIBATI0N IN DISEASE. 



Both soundi, lapocially 
tha inapiiutor^, iuBtcnci of 
being even anil coiitiuuous 
from their commencenienC 
to their close, are broken 
into one, two, on more pnrta. 



The rhythm changed bo 
that the axpirntion is length- 
ened abaolutely and rela- 
tively to the inRpiratioQ, 
whica IB generallj ahort- 




1. B^ some local Dbataclt ' 
to tha ingrsBa Dt egresa of air. 
Usually the presinre of tu- 
bercular or other deposit, or 
the presence of thick mncns 
paflsngefl, or ipasm 



1. When the air-cells are 
over-distended and have lost 
their natural elasticity from 
this distention or (3) on ao- 
of deposits in ihur 
walls, the air has difficulty n 
making its escape. This dif> I 
Acuity may be increased iHtl 
the latter cjtae by the pronil- J 
nencca prodaced by the d»- I 
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ABNORMAL RHYTHM. 



1. Limited to a pare of the chest, 
usnallj one of tlio apices, where it is 
of more clinic&l si^ncance Chan vhen 

2. Geaerall)' diJEEused over the chest. 



1 . All OTer ODO or both sides of the 
chest, especiallj' the upper parts. 

2. In the iafra-claviciilM region, es- 
pedaUf on the left eide. 



k 



1. Incipient phthisia. 
Circiim scribed bronchitia. 
Asthina. 

2. Nervonanesa. 
PleoriHj'. 
Pleurodynia. 
Intercostal neoralgia. 



n heajthj pvtaoiu, 



ilDnaJlj DbnrTed eT«i 



u and dI high pitoh). 
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[ TABLE NO. 4. - RESPIBATION IN DIBEASI!. ^^H 


L ...,^. 


c„.«.cr.„op™eo.... 


"~ ■ 


Bronchui. 
RzensATio:!. 

(Tnbnlw.l 


Quality ruAniiir, non- 
VHsicnlar. Intensity vari- 
able, pitch high. Inspi- 
ratory sound BhDrtened ; 
ends before end of iuapi- 
ratory act. Hacelj ab- 
sent. Can be imitated by 
blowing thronjih a tube 
formed by the fingpers and 
palm of one hand. 

ExptTation. 

Quality tuhnlar. Pro- 
toiigtd: as long as or 
longer than the sound of 
inspiration and more in- 
tetise. Pitch still higher. 
Karely absent. 


erable or complete toUdifica- J^^^^M 
lion of pnlmonary nubatanca, ^^^^M 
either by the addition ^ ^^H 
some morbid material or hy ^^^M 
romprexsion. This involves ^^^^1 
suppression of the vesicnlar ^^^^H 
murmur. The sound pro- ^^H 
duced by the passofn of ait ^^^^1 
throut;h the bronchi, which ^^^H 
in hcaltli is stifled by the ^^^H 

dered inaudible, is now trans- ^^^| 

by the solidified lung, whiclt ^^^M 

thati the healthy liilig. ^^^^H 


t 

BROBOKO-TEBlCn- 
LAll HESPlHiTION 

(R.,d», «.ugh h»™h, 

1 


Inspiration. 

The tuhnlar ana vesic- 
ular quality combined in 
varied propoctionB, and 
the pitch raised in pro- 
portion to the amount of 
tubuiac qnality. Dura- 
lion frequently shortened 
at the end. Intensity va- 

sent. 

kohiqe'd. Generally 
more intense thmi innpi- 
ration Piti.h higher than 
m lUBpiratioo. Quality 
according to quality in in- 
spiratiou Sometimes ab- 


varied proportions, of the ^^^^M 
bronchial and vesicular res- ^^^^1 
piration, it is produced bjr ^^^^M 
the same cause as the pi«- ^^^^M 
ceding, although not to the ^^^H 
same extent ; the nmount of ^^^^H 

ficient to e^ttinguish oTvesifr ^^^H 

1 


I J 
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ABNORMAL QUALITT ASD PITCH. 



Id phthisis and pleoris; geaerolly 
in the ajiper part oE tho cheat. In 
pneumoiiiiii gevetaHj the lower part 
behind, eepetiallj' on (he right s'^ 
In other cases variable. 

Being Wenticnl with the bealUiy " Tmcheal 



Same bs the preceding. A very 
Important si^n in the diagnosis of t'n- 
tipient pklhisit. 



Same diseases as the preceding, 
only indicating a Ittstr amount nftalid- 
ificaljon. In the resolution of acnte 
iobar pnenmania (cronpooa), all vari- 
eties of the sound may be heard hj 
daily auBcnltatlon, from that wbich 
vert^ on the bronchial in complete 
solidification, to that which ver^^ea o~ 
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TABLE NO. 4, C«rfm««i. — KESMEATION IN DISEASE. ^^H 


L „„ 


CHAbAOTER OF THE 81HJM0. 


— • ■ 


H Catbxhods 
■ Bksfibatioh. 


Inspiralioa. 

QualiljWowoij simply; 
non-veBicular, non-tulja- 
lar. Ofteu raised with 
gncgling. (Table No. 5.) 

Expiratim. 

Qnality blowing. Low- 
ei pitch tlian inspiralioa. 
Ma/ be absent. Often 
raised with earglirg. 

Some TMoenlio slsn s l^ron- 
cho-ttTeroous tesplBrtion, 

:-'';-s.sr,.*;;!a 

nrnpnrllDHfl ot this and Uie 


Produced by the pasHf^ ^^^^| 
of nir into and from a cat- ^^^H 

Abaentwhen the cavi^ il ^^^M 
filled with liquid, or whea ^^H 
the tubes leading to it aiB ^^^^M 
obstructed. If 3eep-Be>t«d, ^^^H 
and beneath solidilied InHK, ^^^1 
it may be diowned out by th« ^^^^H 

Itaiea also may obscure it. ^^^M 

It can be imitated by blow- ^^^H 

ing into a cavity formed by ^^^^H 

the two hands. ^^^^H 


Ahfhobio 
Bhfibaiion. 

1 


A kind of musical in- 
tonntion like the Bonnd 
produced b/ blowing 
upon the open mouth of 
a decaniet or phial. It 
may accompany either 

or both. It may be htini- 
mioR and of low pitch or 
decidedly ringing and 
metallic. 


Not canacd, like cavemong ^^^^| 
respiration, " by the fretdrea- ^^^^^H 
Infon of air within a cavi^, ^^^H 
but by the current of urin ^^^^H 
the bloncbial tnbea atting, ^^^^H 
upon the ^r contained witbin. ^^^^H 
a cavity." The cavitr must ^^^^H 
have more or less rigid tcaUa, ^^^^H 
which do not collapse with ^^^H 
expiration; it must be ot ^^^^H 
considerable siie, partially or ^^^H 
entirely free from liquid con- V 
tents : there must be an un- ■ 
obstructed communication ^B 
(or merely a very thin eep- ^^^M 

Imbc and the cavity, and Iho ^^^^H 
perforation muHt be shore ^^^^H 
the level of the liquid, if ^^^H 
there be any liquid. ^^^^H 


I J 
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ABNORMAL QDALITT AKD PITCH, Continued. 



„„„.„.. 


x..™..,c.TH». 


Being vaetlf more common in 
phthisis tluin in olher diseases, its 
seat is generally at the Bouunit of the 
chest. 


Phthisis. 
Bsnlfin 

Broucbj^ dllatstlon. 


Generally confined to a. circnm- 
scrib«d apace, but is sometimes dif- 
fused more or less over the chest. 


BUU more nnlj in abiuci, ate. 
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TABLE NO. 6, 



v.„„,... 


CHABACTEB Olf TBI BOUND. 


BEUTIOH TO HtBPIBATIOX 


L T&ADHBAL 
LARYNaflAL 

Balub. 

o, Dryorvibmt- 


Whistling, wheezing, ciqw- 
ing, wlioopinE, e(c. Moat 
ot ihem are heard without 

diBtauce. 


Mojttly with inepiratioii. 


b. Moia or bab- 
Uing. 


BubbliDg sounds, often 
Cftlled " dealh-raltles." 


With both. 


II Branchial 

B. i)ry or vibral- 
i«g. 

Baub. 


£a le-pilchtd, muslciU sounds, 
compared to Bnorin^, cooing, 

anotBofaba6».vbl.6W:. 


With boih or either, et- 
peoially with expiratioii. 


(2.) SlBILAHT 
BIl^B. 


hissing, or clicking sounila of 
VHTJaUe intensity and durS' 
tion and irregular recur- 

thritl maaical tones, the cries 
of young Hoimals, the chirp- 
iog of birds, whistling of 
wind through ft kajhole, etc 

murmur, or the latter may 
be masked. Loudest iu asth- 


With both or either, et- 
peciatly with inspiration. 
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RALES (Rhonchi). 



HOW PRODUCED. 



1. By contraction at 
the glottis from spasm, 
oedema, exudation of 
lymph, etc. 

2. By diminution of 
calibi'e of tube below the 
glottis. 



By the passage of air 
through mucus or other 
liquid in the tube. 



" By the vibrations ex- 
cited by the passage of 
air through the larger 
bronchi, irregularly nar- 
rowed, either by spas- 
modic contraction of their 
circular fibres," or by 
swelling of their mucous 
membrane, or by the ad- 
hesion of viscid mucus to 
their walls, or by the 
pressure of a tumor. 



Produced in the same 
manner, but in the smaller 
bronchial tubes. 



USUAL SEAT. 



Larynx and trachea. 
These sounds are often 
propagated through the 
oronchial tubes and 
heard in the chest, where 
they may, in a few cases, 
be thought to originate. 
Auscultation of the 
larynx and trachea will 
at once settle the point. 



Larynx and trachea. 



Constantly liable to 
change position. May 
sometimes disappear. af- 
ter coughing. They are 
either — 

1 . More or less diffused 
over the whole chest ; or, 

2. Confined to one side 
of the chest, or limited 
to a circumscribed space. 
(In phthisis the circum- 
scribNed space is gener- 
ally at the summit of the 
chest.) 



Same as sonorons 
rftles, with which they 
are frequently mingled. 



DISEASES INDICATED. 



1. Laryngismus strido- 

lus. 
Pertussis. 
Croup. 

2. Pressnre of a tumor. 
Morbid growtha or depos- 
its. 

Cicatrintion of ulcers. 
Paralysis of lazyngeal 
muscles. 



The moribund state. 

Coma. 

Inability to expectorate. 



1. Asthma. 
Bronchitis. 

2. Circumscribed bron- 
chitis occurring with 
pneumonia or phthisis. 



Same diseases as the 
sonorous rdles, and indi- 
cating that ttte smaller 
tubes are affected. 



AUSCULTATION AND PERCUSSION, 
TABLE NO. 5, Continmd. 



A coame bubbliug sound, 
convajing the impresBion of 
the burating of babbles of 
Bomewhat large size. The 
"death-rattles are an ex- 
aggocatal type ot thorn. If 
any BOlidifiuatioti of the lung 
exists around the tubes in 
which ibe sound is pcodaced, 
the pitch la raised in piopoT- 



Thesame qimlity of soimd, 
but the babbles arc smaller, 
anil fine bnb- 
Llioic rfkles may be imitated 
blowiug into a tumbler 
aler through different 



I quality, but th( 
very small '" 



With either or both. 



With either or both. 
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1 KALES, Conlin«^d. ^^H 


„.™..<... 


„.„...„. 


— ■ 


By the hiibbliog of air 


CoimtBntly liable lo 


^^H 


tbrough liquid (inucn*, 






1 Good, ot wram), Id tlie 


cially Biler exjiectorpr 


<-hi<i8. with ^^H 




pbthiais ur pntamoui:^. ^^^^^H 


larger bnmMal lulits. 




Softened tnlieit-le. elc. ^^^H 


BubbliitB rftlu., both 




io tubes in phthi»i8. blood ^^^H 


coarse and Hiie, are verj 


Tlievareeitlier — 


ill h^muptyaia oi piUmo- ^^^^1 


often called mucon, rSles. 


1. Iriore or lees dif- 


nary apopiiix/. Mmni in ^^^^1 


TIjiH torm \B ui.1 bo a].- 


[QBcd orei the whole 


leduma, pus in pnlmo- ^^^^H 


propriatH, as ihe liquid 
by means of which Ihey 
are prodiifud ia not al- 


chest, especially ihe in- 


nary oi hepatic absceai. ^^^^H 


^^H 


3. ConfiDedtooDeeide 




ways muciiH. Unless 


of the che»t, or lioutad 




.peciSed, when" bubbling 






rftle." nre mentioned. 


(In phthisis the dream- 


^^H 


bronchial and not tra- 


scribed space is generally 




cheal are underatood. 


the gnnimitof the chest.) 


•^ 


Produced in Ihe same 


Same OS coarse b..b- 


Same ns coarsa bub- 1 


maniiet in the tmuiier 


bling rales, with whi.h 


bling rale?, but smaller M 


iw,d,iidiuU>. 


they are bcqueutly mio- 


"""""■ d 


Prod need in the Bame 


Same as course bab- 






bling rile?, cxccplinit 


Pulmonary isdema. ^^H 


nute bronchial ramijica- 


Ihat thev urs verv much 




tiont. 


U-B liable to change po- 
sition. 


diiriDi: resolDLion. ^^^H 
locipieQt phthuus. ^^^H 


J 


^<^^ ^ 


'^-S:^ I 


1 ^-^ ^H 
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TABLE NO. 5. Continued. 



v.„™. 


— •>""■-- 


HELATION Tl> INBFIRATIOV 
AND EXPIUATIOM. 






With m^lration iidaiii^g, 




CTTiet/iVijjoiinrfir, compared 10 
those produced hy tiirn aalt 


and nrai' the end of it, a- 




peciully in fbrucd InipiiM- 


in. VeeJcular 


on a fire, or by nibljiug a 


tion. 


Rales. 


lock of hair between the 
Ihnrab and finger close to 
the ear. They regemble the 




Cbkpitast 


aubcreiiilant, from which 




B1I.EB. 


they must be diBtinguished. 
The crepilationa are eqtud m 
iiM, dry, not hubblinc, eon- 
ttani, not variable, rapidly 
etmlced, not BUspended by 
















aud occar only witli intpira- 






tim. 






A hollow, (Turgling sound, 


With cither or both. 






Oftener with inapiratJOD 




limee metallic or amphoric. 


than expiration. 


rV. CavernOttS 


UBuallv of low pitch, couvey 




Bales. 






large bubbU, b«rSting in a 






licrge ipace, the londnesa of 




GUKOLIHO 


the gargling being propor- 




1 


tioDale to the aiie of the cav- 
ity. When thia U small, 
hatdly distinpnisbable from 

rftlea. 
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, RALES, Continiad. 1 


HOW FBODUCED. 


„.„..„,. 




Produced, accorcllng to 
the ino*i mLioiiftl rh«>ry 
{Dr. CrnT's),hvtho abrupt 
■epBraHon, Jiiriiig irispi- 
raiion, ol the walla of tlie 
air-vaida, which had, 
ftfter llie proteiling ox- 
ninttioQ, bct-omo adherent 
' b; mc»n« of the viscid 
exiidBtion incident to the 

Thl> mode ot lu modiisUan 

. little <«.<« or Miction a( 

praminii thfin logethur ud 
i«)iintriigtliemii»rth.»r. 


Most commonly over 
the lower part of the 
chest behind, OD one Bide, 
ofteiier the right. 

the Bubcrepitant rgles in 

motiia. 


If heard only over a 
circoniBciibed space at 
the sammit of the chert, 
pMhi,,-, is Generally indi- 
cated. Even in snch 
caieathecreHtant rftlBBI 
indicative of a circam- 
ecribeii pneumonic proe- 
Ha. 


Prodncod by the biirat- 
inc of laree babbles nnd 
tliB afiitatianof a mum of 
linuid in a ravitv of 6on- 
Biilerabla size. Whtnthe 
cavity is empty, csvem- 
oua respiration lakes the 
piftce of the cnveraoni 
rUw. The two afgns 
may thiw coiiHrm each 

the uivity it full. The 

the level of the liquid. 
TberetoTo giii]jl>tig is not 
heard iu every oumi of a 
cavity. 


A circumscribed space, 
in forty-Dine out of fifty 
eases at the stimmit of 
the cheat 


Phthisis. 
CiiTll. troDi lUam, <!*. 


u 
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Grnriug, rnbbing, crenkitig like new 
artipr, Keating, crnrnplio^, rasping, 
le hnrshnesH varyiug accordiug to 
roughnesB of tbe surface of the 



With both or witti 

iuspiration alone. 

Very rarely with 
expiiotioD tttuae. 



Tbe grftzing and rubbing sounds, 
which are the tnoac common, mny be 
imitated by plucing over the ear the 
palm of one band and moving oret 
ita dorital surface slowly the pulpy por- 
tion of a linger of the other baod. 

InieqBity very variable, sometimes, 
heard even by tbe patient The 

ind in dry and appeurs to be qear 
.. i ear, not continuons cencrally, bat 
jerl>iiig, rhythmical with tespiratioa. 
TraDstent or lasting. Occasiunally 
atteIldl^d with fremitaa. 



Uetaluc Tibk- 



A higb-[HCcbe(), abrupt, short, sil- 
!,-eru lone, like the tinkling of a small 
liell, dropping small shot into a braaa 
basin, etc., coaaisting uf a single 
>r more commonly of lyto, 

Acwmpsnips respiration, speaking;, 
and coughing, eapecially (he two lat- 
ter. Irregular in its appearance. 
Only liable to be confannded vrlth a 
Bomewliat limilor sound in the stom- 
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^^^ MOHBlfi PLEURAL SOUNDS. 1 


' — 


...... ..r. 


_.. 


By the riibbiDg togother of two 


In common 


Pleurisy. 1 


pleural »urface8 (pulmonary with cos- 
tal, and often diaphraerafUic with cos- 


pleurisy usually 


I 


confined to a 


Also in phthirit ■ 




small HjiBce at Che 


and pneumonia ■ 


, l;Mph or other deposit. 


middle or lower 


where there is ac- J 




part of the chest 
laterally or pos- 


comimuying see- ^^B 




olidary pleurisy. ^^^^M 




teriori v ; but may 


^^M 




be more ot leu 






diffused, and oiiciv. 






sionally U heard 






over tbe entiro 






chest. 






In phthisis at 






the summit of the 






cheat. 


m 


There must be n large cavity, contain- 
ing liquid nnU ait or pas, and almost 


Generally at the 
middle third ot 


nomoiiic of puen- ^| 




the chesr.iu (rout, 




behiud, or at the 




There are several different theorici 


side. 




aa to the prodiiclioa of this Bound, rmd 




phlhialcal OTlUea. ■ 


probably each one of the following 
(which have all been expeiimeDtiilly 


fused over the 




entiie cliuat on 




• veriacd)mayaeL-ountforiterther alone 


one side. 




or iu countctiau with the others. 


Sometimes a 




1. DroiiBut fluid fall from the upper 


circumscribed 




part of tlio Bpiice uinn the surface of 


space at the sum- 




the liquid below, when the patient. 






previously lyin^ dowu, sits or standi 






up. (Laennea) 






a. Air, wotkiDK throagh a fistnloua 






oriliee o|)eQing below the level of the 






liquid, ribes lo the surface, formine bub- 






bles which break and produce the 






■ouud. (Spittel.) 






3. Simple Illation of Ihc liqtiid may 






give rise lo the sound, ax iu succutisiou. 






conghinB, etc. 
4. BuWes of mucus burstiuR nt the 










opeiiin); of a fistnlouH orifice situated 
above the level of the liquid. 








1 


^ J 
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AUSCULTATION AND PERCUSSION 



TABLE NO. 6, Continued, 



YARIETIES. 



Splashing. 

(Hippoeratie succus- 
■ioa lound.) 



CHARACmCB OF THE SOUIVD. 



Such a noise as is produced by 
shaking a bottle partly filled with 
liquid. 

Only liable to be confounded with a 
somewhat similar sound in the stom- 
ach. 

Often it has a high-pitched am- 
phoric tone, and may be mingled with 
metallic tinkling. Sometimes loud 
enough to be heard at a distance. 



RELATIOIf TO INSPI- 

KATION AND EX- 

FIRATION. 



AUSCULTATION AND PERCUSSION. 
UORBID PLEURAL BOUNDS, Contiamd. 



..w„.„c„. 


„„..„. 


T,"™- 


Produml bv jerking the Imdy of the 
patiem witb »>i abrupt forcible move- 
meai, the cnr being in contuct with or 
in close praximitr to the chcBt. 

by tbe patient liiindelf, by quii'k mo- 

The liquid miirt not be too abun- 
dant nor loo thick, and there muBt 
ftlso lie lur in the cavity. 


Generally over 
tbe whole of the 
affected aide, an- 
lem (here are ud- 

•uDuoil 01 tbt chest- 


of pneumo-bydro- 

l borax. 

Very T.»t; Id tB. 
bercuLir and Mha 
OTitleB In Of Hue. 



ATTSrmZTATTON AT^D TEHCUSSKm. 

TABLE NO. 7. 



v....,^. 


CIIAttACTKH OF THE SOUND. 


Tb*,chbal Voice. 

I«al yaloo, larjngopli- 


A Btrong resraion™, with a powerful scQBtttiiin of con- 
cusaian or shock, anil also with a alroug sense of yibradon 
or thrill cfllled ftemhut, which can ha njiprecialeil by the 

ntar the ear, Beeminp to pass viglit through Ihe etethosnopa. 
SomBlimaa tlie articuliilcd words nre tranpmitled «i a« to 
he hi-ard as rtintinctly as when coming direct from tlia 
lips. Wlien this oLtora over Ihe chest ua a rcault of dis- 
ease, it is calltd perfect pectorilatpiy. Oftaner, however, 
the transmiSBion o( speech from ihe trachea fiimishBa • 
type of imporfi'ci peotoriloqiiv. All thejc phenomena 
may differ iu intensity. The variations in the fimt tlitM, 
however, — resoiiancG, ahoclt. and fremitne, — do not d- 
wavB correspond with the vnriiitioiia in the distinctneM 


Thacheal 

Whisper. 

(WhU-poring 


There is little or no shock or fremiCas. Whispered 
(renecBlly than loud words ; thin feature coiTcspunding to 


HoRUAL Thoracic 

Voo^i. 

Resonance. 


Tha reaonancB is mncih weaker than in tracheophonj, 
and ia quite variahle in intensity. Often over i«rtiona of 
the chest none is apprteiable, and in some peraona it ia 
absent over the enlire chesl. The sound is diff«i'd and 

with Khock, and not always with fremitos. I'he sonnd 
often amoiiDts to little more than a. Liimnung ai buzzing. 
No pectoriloquy. 


NOBMAL 

Brohcrial 
Whibpkb. 


The characters of the sonnds produced hy the whis- 

expiration, in all respects except that the Eouada are mor« 
iuteniie, genernllj, than those even of a forced expira^ 
lion. The intensity is variable, as in the preceding. 
There is the same differenee between this and tbe tracheal 

nem to the car that there is between the uoiraal thoracic 
vocal resonance and the tracheal voice. 



^^^r AuscnLTA*rio:/f ANi) PEB'cftfssroN, 4t 1 

^" THE VOICE IN HEALTH. ■ 


BOW PItODUCBD. 


1 


d the yoicu ill tL Bound-reflectiug 
tnliG. the )ihock hy the sndden arrest 
of Ihu coUimii of expired air b; tlie 
•ct of speakini;, the rrtmitiis by the 

DBcCion with ihoi^e of (he voeal chords, 

bjthe conccnirniingand round reflect- 
ing piopeitieB of the hollow tnbe. 


Trachea and larynx. 1 
Appi; the KicttaoHopc one the bnud mt- 1 

r.ss.'S.»T7a; ::«. -s 1 

tbs Bitiml BbDBid be instructed to oonnl 1 
Blowly BOB. two, Ihren, ans, two, Ihr™, «to., J 
.t firit »llb Uie'loud .;»<>. ^Dd literw^ls lA ■ 

' 1 


Tha sonnil eorresponii's to the sound 
of expiriLliou in tracheal or laryngeal 
respiration, and is in fact identical 

Witt it. 


~" J 


The vibrations are wenliened and 
diffused by uatisitig throii^b the sub- 
divisions of the hcoDchi and the 
1 sponsyti^ueof thelangbelororcacb- 
ing £e surface of the cheat. 


in this sound in the difFtrent region! ^^^^H 
of the chest, it being more intense in ^^ 
the infra-clnviculnr iind ioter-ecapnlar 
regions than in the axillary and iiitr*- 
ajtillary ; and in tite latlur more than 
in the mammarv and infra-mammary. 
There is tbe least rfisonance in the 
scapular region. 
TiMn U Kilo orten a 'light dlffimncii tn 

mj ai(fer™«, th7 right .Ido i. tb. m«1 
remnidt. This lust rcnurk ippllei ■]» to 
tremltu. Ttieunoiint of thefniniCug.hoo- 


W The conduction of sound by the 

■ whispered voice U chiefly by the air 

■ contaiued in the broochiul tubes. 


About the same vnriiitiona ftro ob- 
■erred w in the preceding. ^ 
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■ TABLE NO. 8. ^^^B 


[ VA..KX™ 


CH.„„„0,™„.... 


^^^^ Dl MINI SHED AND SuP- 
W PRESSED VOCAI. 
■ BEiONANCB AND FbE- 


Simpl? leBB in intcni^ity than normal, or absent 
allogeiher. Theru being no Btaudanl of iutBimity, 
compariBon moat bo made between the iwo sides, 
allowinit, of course, for [be sliglit lK»s^i^)io differ- 
ence in healtb. (Table No. 7.) 

The fremitus generally, iinl not always, leasened 


LlCBBAeBD VOCAI, 

Rbsokadcii and 
Fbehitdb. 


Merely an incieaBG in intmiitij, withniit chanes 
in other respects. GcDsrally a£swiated with tSo 


IXCBBIBED BBONCHIAL 

Whufbb. 


Same as the expiratory soond in bronctio-vesio- 
alar respiration, namely, increase of intensity and 
length, mora or less lubnlsr in quatitv, and higher 1 
in pitch than the whisper in health, these altera. 1 
lions being proportionate to the degree of solid- J 
ification. 


Bbonchophoht. 

• 


Vocal soond concentrated and near the ear. 

ins variable; may be greater or less iban in 
health. ' ^ 


Whibfebtko Bbon- 


Same u the expiratory sonnd in the bronchial 1 
respiration, namely, intensified, long, high pitched, J 


» d 



AUSCULTATION AND PERCUSSION. 
THE VOICE IN DISEASE. 





..„,..„,. 


,,,..„.. ,„.o™ 


By the removal ot the 
langB Itata ilie thorai^iu 
walTa, or liy uuytliiug that 
prsvents tlie circulation of 
the column of air in the 

1 


When the pleura! 
cavity is partiallv tilled 
with fluid, the vocal 
regouance Budfreroitua 

pressed Leloiv the level 
of the liquid, hut in- 
creased generally jnut 
Bhove the level, owing 
to the condensation. 


Pleuritic rffunion, em- 
pyettia, hydrothorax, 
puuiiiLio - hydrothornx, 
obstruction of bron- 
chial mbes 1.y mucus or 
by the pressure of anea- 
rismal or other lumors. 

Eii«ptlonal In »oULliflf»- 

£u«,«ylljflll«l»ilh liquid, 
pulmonarj mUna. 


By dighl OT.,«Udatwn of 
the lane tisauo arounJ the 
air tubes, whereby ths 
■ound-reflccting power ot 
tha tubes » incrcBBed, and 
the pulmonary pBrenchymB 
is rendered more hoiiioge- 
ueous and a better w>uuil- 
conductur. 


Not confined to any 
part ot the cheat, but 
UBUBllv most marked 
nnd of the greatest sig- 
ni Hen nee towards the 
npieea of the lungs in 
phthisis. 


Phthisis. 

Pneumonia. 

Compn;6Bed lung in 
moderate pleuritic ef- 
fusion nnd colhipse of 

inlnrclai. gDnielimaa ont 
MTillai. 






1 


Same iw the iirecpding, 
except that the vJidiJica- 
tim is grentrr, and Bome- 
titnea complrte. Less solid- 
IBeaiion i« ™uired thnn 
for the production ot bron- 
chial respiration. Th«o- 
fore bronchophony may he 

weU BB with bntnvhial. 


In pneumonia gen- 
erally the middle and 

lower thirds behind. 

assuggeative of phthisis 
when enisling at the 
apex of the lung. 
In pleiirilie effusion. 

summit of chest. 


Phthiais. 

Lung condHiMd bj rita- 
■lonlnplourUjorp^tDino. 

ol % tumor. rollip» ot 
ta1<ni bclDH KurTDundcd b;r 


Same as the precediug- 


Same at the proced- 
ing. 


Same m the preced- 
ing. 



^ ^VSCUtTATlON AliD i'ERCUSSlbk. 

TABLE NO. B. Con(inM«a. 



PBCTtmiLOQTTT AND 
WatBPEIIIKO PeCIO- 



Mbtallic Tinkliho. 



Sumo as thii oxpirnCory Bound 
rcBplrotiou, namely : low uilch nnit blowing (i 
tuLular) qualicy, with variablu '"■ — '*■■ 




A ringing itiunJ of a. metnllic qutilitj-, nrtt flft- 
(i nelly arlii^ulated, not trananiittLil furcibl; 
Ihrongh the stethoscope, but rewnibling ihe 
soDDd producid bj Bpeakiug into an empty jar. 
The amphoric quality may ncconipnny the lond 
voice or lehiiper, more eepeciiiUy the latter, the 
re-ioiiance and fremiLUB of the laud voice obscuring 
somewLat the musical ir '"' — 



Articulated uvrifi are Iraiiimillfd direclly thron|^ 
the atetlioscope into the cat. TIlis ix more fre- 
quent irtth the whispered than with the lunfl 
voice. Care must be taken not to coiifuM the 
words coming directly from the patient's muuth 
with the tiaiwmission of thetn through the chert. 
Unless a double Efethuscopc is iwed, one ear mdtt 
closed. This is a rare si^i, but the type of ft 



I healtli i 



with 



A tremtilDiiB, bleating ot qnavering at 
the cry of a goal, from which the teim ' 
and often comgjared to the " Punch i 
voice. SynchroDoua with, hat of a higher 

than, the voice of the patient, or el^e f . 

ing it like a feebly whispered echo, ftnd ntreiy 
travarving lbs slathoscape. 



iring sound. lAg. 
ei-m is deriv J, 
ich and JudjH 
- ■-■-'ler pitch 
1 follow- 



Hns the same characters when heard in conneo- 
tiou with the loud or whispered voice as with r«*- 
pirntion (wttich see), but id niore ttitenie. 





^^^V AUSCULTATION AND PERCUSSION. 4& 


^^™^ THE VOICE IN DISEASE, Contlmed. 


1 




mSEASES mUKMMlp. 


1 Proiluceit hy the nic 


A circnm scribed space, 


Phthisis. 


pWBms oul of an empty. 


gencrallr at Bumout of 




^^^■.Uuv.,y,«h>c. 


chest, — 
Ot in otbcr pn™. 


«.c«„u..x«..uti™. 


By Ihe reTerbernlion of 


Same aa amphoric 




the voice, causing an echo, 


respi ration. 


roppiiation. 


in B large cnviCv witti rigid 






w<dU. wiil sub^Bct 10 tbe 






Mine conditions as in the 












ncpimioii (which nev). 




ri 


" Sometimes by the con- 


" Not confined to any 


Chiefly ^^H 


densalioH of Inng tissue 


mrtion of the lungs, 




around a large bronthua. 


Soowlimw prcumonU, | 


whereby Ihe trausmis^iim 
of the muud to the ear is 


commonly at Iho apices 
end in the upper lobes." 




flicilitated. More gener- 
ally hy the formation of 






















By the TihratTons connc- 


Not confined to any 


PIcDiitic elTusion. 


qnent on the eniatenee o[ d 
Ihin Btralmn of liquid iu 


portion ot the chest, 
but most common at or 






the pleural cavity. 
Hfit ept to oionr when 


nenr the inferior angle 


EmpiTBu. 


of the scapula : from 


Ihe chest is more Ihnn half 


here often exlonding 




fall of liquid. The lung 




1 


must be more or lem coit 


spncB, and, in a zone 


J 


dMsed Bt the level of the 


from one to three fin. 




liquid. This nccoants for 


gers broad, following 




the elevntton of pitch. 


the line ot the rihe to- 




When there Iwcomes too 


wards the nipple (the 
pijest sitiiag). Thi« 
line indii-stes not the 




much lioiiiil, the rogophuny 
Slops. Therefore in acute 






pleurisy it rarely conlinnea 
longer than two or three 


level of the liquid, but 
the points where il ha« 






thetequieita degree □( 




(•w hours. 


ihinnesa 10 produce 
«:gophony. 




Ai in Table No. fl. 


As in Tkhle No, 6. 




K M 
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TABLE NO. 9. 1 


VABtHrtKS. 


■OUBD 


now FBODUCKD. 


BOKMAL VeSIC- 

Bbbosakcb. 

(FaljMU.7.) 


KOiitid, of low pitch, itB qual- 
ity sai qcnerii, only to Iw iip- 
pi-ecintcd by actually liemilig 
It, and iu intensity varying 
with the force of the blow, 
the elasticity of tbo chest 
wallfl, the tUckDeBB of the 
laver of tnaMjoii and fat cov- 
srm); them, niid tlie degree 
□f ioflalion of the lungs. 


'By the vibration of the 
air rn the uniform, elnstic, 
sponcy tissue o£ the lung 


F1.ATKBBB. 

[AbMIlDe Ot HBO. 
DUO.) 


The aoond is completehi 
ileadtned, nnd resembles thnt 
proiluced by paroHsaing the 
thigh or shoulder. The 
finger naed as a pleximeler 
experiences a create r sense 
of resifltancB than normal, 
eHpedttlly in early life, before 
the costal cartilagra have 
cowed to be elastic. 


The absenee of resonnnce 
IB occasioned by serum of 
pus in the pleural sac, serum 
in the airresiclia, complete 
solidiHcaiiuu of lung tiwae, 
tumors, etc. ^^ 


L DuLUiBBB. 
■ (DlininUi«lR»- 


iDtermediiiiR between the 

ret'onuncB tieiitg not lost but 

dttiree of dullness varies in- 
definitely. The pitch is 
higher than nomiiil. The 
sense of resistance ii in- 
creased in proportion to the 
degiw of dnllnew. 


By the Bnne causes an th« 1 
pnceding. [hough eyi» Ling J 
to a lesBur esttni. 'I he rala- J 
live proportion of soliJs or ■ 
licinids to air in the lunija is ■ 
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PERCUSSION SIGNS. 



WHERE OBSERVED IN HEALTH. 



Most strongly marked in the infra- 
clavicnlar regions. In the scapular 
and interscapular regions, on account 
of the layers of bone and muscles, the 
resonance is diminished, as it is also 
where the lung overlaps the heart and 
liver. In diiferent regions the reso- 
nance varies so much that what would 
be normal for one would be decidedly 
abnormal for another. Each must be 
carefully studied by itself. The area of 
healthy resonance is of course greater 
with a full inflation of the lungs than 
in tranquil breathing, and less with a 
forced expiration. 

In some persons the resonance is slightly 
diminished on the right side in the infra- 
elavicular region in health, hut never on the 
left side. 



Over the liver below the line of he- 
patic flatness. 

The lower border of the right lung marks 
the line of hepatic flatness, and the up^r 
border of the underlying liver the line of 
hepatic dvUness. 



Over the heart and spleen ; in the 

{jlaces where the lungs overlap the 
iver or heart ; over the mammary 
gland in females ; over thick layers of 
muscles on the ribs, especially behind ; 
and all over the chest in very fat per- 



sons. 



In some persons there is in health a slight 
d^pree of dullness at the summit of the ehest 
on the right aide. 



DISEASES INDICATED. 



Pneumonia. 
Pleuritic effusion. 
Empyema. 
Hydrothoi-ax. 

Phthisis, pulmonary oedema, condensation 
of lung from compression or from pulmonazy 
collapse, cancer, aneurism, etc. 



The same diseases as the above, 
where the same physical conditions 
exist to a less extent. In many of 
them dullness is more common than 
flatness. The deposit of phthisis is 
very rarely sufficient to p^ive rise to 
more than dullness, and miliary tuber^ 
cles, unless in great quantities, may 
not even give rise to dullness. Con- 
gestion of the lung may give rise to 
dullness, but never to flatness. 

Barely we find dullness in emphysema, 
owing probably to increased tension of lunn 
and walls of chest. There may be slight duU- 
ness from exudation of lymph on pleux». 
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TABLE NO. 9, Cmlinutd. J 


1 VAIUETlBa. 


,™.^.r«.<,.™ «.««». 


, KowPno.^.^. 




A druaJike lonnd, aa its 


It reqnii-eB for its produc- 




namfl siji^ifics; the tenn 


tion a. largp apnce flllud with, 




often usi'd to denote nay reg- 


air. and boiiuded bv modtr- 






aiel</ leiiae, iJasiic walls, eapa- 




ular. It is of rnriaUe in- 


lile of reSeetiDg ^unuroua vi- 
brutions. If, Tiowerer, tha 




teusity, eitlier greater or less 
than the vesicntar, of higher 




tension ia i-rtreme. ihe con- 






tained air doea not vibreu,. 




a Bense of leas resiatauce to 


tlic tjnil>Bnilic. quality U| 




the fiuijer. 


leaseneil or dealroyed, and' 
the nonnd mnv become quit», 
ilnlL When a common dram 
is made eHremtlg tight and. 
there ia no epcape for the air, 
the sani« doll .ffect u, pn*. 
dnced on bein^ Htmek. 

icnra under the following coa- J 
ditions : - 

1. From air or Ras in the 
pleural cavity. (Hero th» 


1 Tthpakitio 
■ Bebonascb. 


J 


than the normal veelcular.) 

S. From air in pulmonftiy 
cavities. 

.contrary to what might he, 
expected, lyinpuuitiu rmo- 
nance ia often hvnrd over 








( 


partiaag iiAidiJwd lung (pv- 
mg place to ilullnew when 












complete). 






Whm (t» opper Inhe ta tbu 






rMcwDt, a> Ln phtliiFiB bdan 






UTitJM \a.n toruwd. oa.l In piunk- 






Bonln, It b geucr,llj ...plalHdi 












com* Iron tbo air In lh« lower 






put ol tbs ttMllBl Mid ttu pri- 






IBU7 taronclii, b<-[nc bctlsr coo- 
daoud by .ollJlfrf lh.n b,. 










bnltbT lung: ■.»<! «h«» thi 






lower lobe \> HillOlStd, th>t tlH 






(jmpanlUB rcMnunci., H preKni, 






b«>i)dDDt<»l ln> .imiterwuy ft™, 




1 


tlu MDUHh or ™lon. FuUer, 
boRPTsr, tJilnlu it romosfrooi tba 

tInuQ in (h- immcdlntB yirtnttyo! 

otben explain it \iy dimlnulioD of 


b A 
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PERCUSSION SIGNS, Continued. 



WHSBB OBBBBYED IK HEALTH. 



Heazd over the stomach and bowehk 



DISBA8B8 INDIGATBD. 



Pnenmothorax. 

Pneamo-hydrotho 

Phthisis. 



CaTitiM alter abscess, etc. 
Bilatafcion of teoneidi 



I 



^ * * "I 



1 - ^ 



. J J M I J 



» J •« 



J 3 



' J » i J 

■> ' * * 

* i ^ k A 



» » ■» i 







Cbacked-Mi 



lQt«rmediale between the 
normal vesicular sod the 
tynipimilic reHonanre, and 
jkartHkiai; of the characten 
of each. The pitch high in 
proportion aa thn tympanilic 
qunlity prcilutninntcB. la- 
tenaiiy greater than normal. 



(amphora), ^t maj be 
lated by clogiDK tbe mouth. 
iDflatioiJ^ the cheeks, but not 
too tensely, and then filliping 
them with the finger. 



Lilie the Bonnd produced 
b; Mriking a cracked earth- 
enware or metal jar or other 
vesaeL Can be imitated by 
the school-boy tritk of fold- 
ing the hands m> ai to form 
a hollow, and striking the 
back of one of them on the 
knee. A loud, ghori, hollow, 
metallic sound, accompanied 
with hinsing. 



of lii]i)id, however, the r 
Dnnce m generally exaggera- 
ted. Also, where pDenmonia 
aolidifieg one lobe, the reso- 
nance over the oiber la gen- 
erally exaggerated. Prob- 
ably both ca«:B arc explained 
by Bsauuiiag a condition ap- 
proximuting lu emphyaema 
m the lobe above the liquid 
in pleurisy, and in the 
healthy lobs in pneumonia, . 
Ihey Bxpaiiding proporlion- 
ally to the exjianaion caused 
by the diaeHsed condition in 
the affected part. 



sir, mnst have somewhat 
rigid walls, mast be anper- 
Itcial or else covered by ho- 
lidilied lung, and there must 
be free communication with 
the bronchial tubes. Tbe 
Bonnd can be heard better 
if the ear or stethotK^pe is 
brought close 10 the patieot'a 
open mouth. Use slow and 
heary percaasion. 



Produced exactly as . 
achool-boy trick reterri 
by tbe sudden expatai 
air, and its forcible ci 
with the sides of the pt 
through which it is d 
Theat '■" 



,8 produc 
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— "— • 1 


ll 


Emphysema (vesicolar or interiob- 1 
iJar or BBCondflry to phthiaical d«- ■ 


Occasionally produced in children 
yieldiog of the coelal caclilagca. 

1 


Mostly phlhisical cavities, som»- 1 
limes pneumo-hjdrothoras. ■ 

pl>uni]i with .Kiuioa. J 


' Ai in the preceding. 

It may be produced unintenlionally 
by (he iinperfact upplicalion of the 
finger or plaximelar to (he chest walls, 

f 


l»ll«l ihrougU ibi bronchui, Hp«elaU; If 
larciuHd nor tlu Item um. 


'M 
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TABLE ^^^H 


..„.. 


■"-"S^i^liTior 


PEBCUUlOtl. 


u^^„.n. ^H 


ACUTK 


Dimlnuiion in 


Sometimes sUght 


^^H 


PLBUBIBT. 


reapiraiory moye- 


dnUnesB. 


^^H 


First Stagi. 


ufpain. Body bent 
10 wards afiected 




^^^H 








(KindntloD dI 


side for the Rams 






Ijmph.) 






'^H 


^^ 


Little or no mo- 


A sense of re- 


Feeble, broncho- ^^^| 




tion of the chest 


sistance, and fiat- 


vesicular or bron- ^^^H 




walls on ihe affect 




cbiol reapiratioD ^^^^1 




ed side, but in- 


Ihe baae ot the 






creased motion on 


chest, terminating 


lung, with occa- ^^H 




the heaJihy side. 


abruptly above in 


sionally a feeble, ^^^^H 




Enlargement of 


a curved line which 


di!,taDt, bronchial ^^^H 




Bide in all dicec- 


is not altered by 






tiona by measura. 


respiration, but 
which may be made 


the chest. ^^^H 




ment, and oblitera- 




Seamd Sti^. 


tion of intereoatal 


to shift by chang- 


erally snppresstMl ^^^| 
below the fevel of ^^^| 




Bpatea, especially 


ing the patient's 


(EftuiDaoI 


at lower part at 


posture, onless 


the liquid, but io- ^^^H 


wmm.) 


chert. ^ 








of the pleural but- 


siae during ^^^H 






faces, or the cheat 


all three stages. ^^H 






!■ foil of liquid. 








Generally exi^;- 


^^H 






gerated resoaance 








above the level of 








the liquid, and 








rarelytheamphoric 








or the craclted- 








metal resonance at 








the summit. 


^^H 




Mobility of chert 


The line ot flat- 


Respiration gnd- ^^^H 




walls parrially re- 


ness is pruduallv 
lowered, but dull- 


nally returns to its ^^^H 




turning, intercostsl 


normal condition ^^^^^H 




spaces becoming 


ness often romaina 


from Ihe summit ^^^^| 


normal, and en- 


for an indefinite 


downwards, though ^^^^| 
often fi>r ^^^H 




largement disap- 


time at the base of 


7^u-<f Stage. 


pearing. 


the chest, where 


weeks and months. ^^^^^| 




Alter recovery 


the compresaion of 


Abaence of respi- ^^^^^| 


(AbBiplion w.d 


there occurs, b 


the Inng and the 
accumnration of 


ration at the baM ^^^H 










(thongh Beldora in 


■olid plastic mate- 


for a long time. ^^^H 




comparison with 


rial is often very 




1 


chronic pleurisy), 


grew. 




■ 


contraction of the 






f 


whole side. 




■ 


k J 
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^^^^ TABLE KO. 10. 




kIuu. 


B>isa:)AHCS. 


PALPiTloa. 


««-*>< 


» 


Rabbingfiictim 






When no 


t spfl- 


taund, often 






cified. the 


."S 


heard, wliJch are 






mentioned 








Uhle are 


oh- 


monic when at 






served ove 


tbe 


the middle or infe- 






affected portiOB ■ 


rior pan of chest, 

or all over the side 






of the lung only. ■ 


A frictiOD 






Generally th« 1 


sonnd U rarely 






plenral eav' 


^ 1 


heard even in this 


the level o{ the 


cal fremitus lessened 


not mora 


BtBge, where the 


liquid, but in- 




half or two 


birds ■ 


lung IB attached 


creased a b o v e. 


thelevei of the liquid, 


full in 


acute 1 


by banda of fahe 


Sotnotimes bron- 








memljrane to the 


chophony above 


If the heart is dis- 






thoracic walls, 


the level, or pec- 


placed, it may be 






and a]«o over the 


toriloquy (espe- 


heard and often felt 






compre«ed lung 


dally in pleui^- 


pulsating even to the 






higher Dp. 


plenrisy with 
phthisis), heard 
best over the 


right of the sternum, 
or farther to the left 
than norma] in the 




^H 












scapnlai and in- 


illai the displace- 






L 




ment being to the 










right if the effusion 








of the usual sit- 


is on the left side, and 








uation of the 


to the left if (ho effu- 










sion is on the right 








Sometimes 


side. 








the level of the 


















liquid. 






^1 


A raspioe, ffmt- 


Gradaally ap- 


Sometimes a fric- 




1 


ing, creaking. 




tion fremitus. The 






rough, /rictio\ 


uormal. Some- 






















eordia. unless held 






served, especially 








with a deep in- 










spiration, some- 




and curiously enongh. 






times loud enough 




the suction force 






to he heard at a 




caused by absorption 






disunce, and va- 




may now even draw 






rying in duration 




it too far in the oth- 






from a very short 




er direction,— if the 






time to several 




effusion has been 






months, ceasing 




right-sided, towards 






with adheeioo. 

1 




the right: if left- 
sided, further to the 
left than normal. 




J 


L 








J^m 
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TABLE HO. 10, Cntinued. ^^^| 


MUtAIB. 


TkSS?i*™ 


PKnco„,o«. 


n...u^r^. ^H 




pBrtect or almost 


Flatnaa evtry- 


Wanting; except 






where on affected 


at the aumniit over 




ot sido of chest 


side, even ex ten d- 


or ncBr the com- 




(with iucceasa of 


iuff over the Bter- 


i>reBBeii lung, whert 




motion on liealthy 
side). Generallydi- 


num some di-^toncc 


(t ie bronchSil. Ex- 




on the other side. 


ctpiionally, how- 




lalaCion of siile, 




ever, the bronchial 




and UH a rule, even 




reBpi ration extendi 


fLEUaiBT. 


if this be not BO, 




over the whole sida 


the intercMtal de- 




or the greater part 


|IIUl*<b«ti> 

foU ot fluid.) 


pi'BSeions are ef- 
faced or lewened. 




of it. 

liespiratorymnr- 




nolicealila at tha 




mnrexHgiroralodoa 
healtby side. 




end o( inKpicatioii. 








The miuimum en- 








largenit'ut o( iha 








Bids U about two 








mches. 








Permauent con- 








tractloa after re- 








covery. 








The amount of 


Sams aa chronic 


Same as chronic 




pufl ia generally 


pleurisy. 


plenriay. 




even (-reHter tliao 








that ot the aerum 








in chronic nleuriny, 
canninBatill greater 








dilatation of the 








chest. Theobliler- 








ationof iniercoetal 








depressions is oft- 








ener noticed than 






1 


inpteuriiy. 






L Smfriu. 








i J 
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TABLE NO. 10, Conthmd. 1 


RX1.1S. 


bjCa*«cb. 


..^.■non. 


niHARn. 


As ]ll MOM 


I-cswaed or 




If the chest U 


pteurtoy. 




times apparant. Vo- 


onlypartially 




cept at the «ra- 


cal frmftua tewmed 


filled, the signs 




mit behind. 


or suppressed. 


are the same u 




where ihete may 


Heart displaced 


in scute pleurisy. 




beloudandwhiB. 


even more than U 


It 19 far more 




pering bron- 


nsual in acute pleu- 


common to have 




chophony and in- 




the chest full in 




crtaiedvocBlre*- 


diaptaced laterally. 


chronic than in 




on»Bce. ^eoph- 


Liver and sromaA 


acute pleurisy. ^_ 




ony iti rara. 


often displticed down- 
wards, sometimes as- 
oeBding even higher 
than before wilh the 

panjing recovery. 


1 


Same as chron- 


Same aa chron- 


Eyen more dia- 




ic pleurisy. 


ic pleurisy. 


pliicemeot - ut the 
heart cenerally than 










- 




iu chronic pleurisy, 








it pulsating some- 








times even beyond 








ii;:ffiS:J,; 








od, the effusion often 








receives a tangible 








and visible impulse 
from the henn'a beat; 














hence the icrm "uul- 
Baring empyema?' 






















perforatioii takes 








place through the 








chest vra!l5, and the 








akin remains un- 








broken, the tnmor 








thus formed, hesides 








































aneurism. The tu- 








mor may also in- 








crease and decrease 








with respiration. 


^ 



&8 
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DUEAaa. 


""S^"^?,*"." 


P.nc.s«o«. 


.,„™™.. 




Althoagh there 


Flatness or duU- 


As in plenrin 
with moderate ef- 




may be more liquid 


Doea over the lower 




ono>,emdetlm^OD 


part of both sides 


fusion. There is 




the other, jet there 


of the chest. The 


rarely, however, 






line of flalness al- 


well-marked bron- 


Htkbo- 


sided dilatation of 


most always 


chial respiration. 


TBOBAX. 


the cheBt and dia- 


changes with 


as, thedisease being 




placement of the 
heart and medias- 


change of postare. 
Ot course It is im- 


bilateral, suffideni 








tinum. 


possihle for both 








ulearal cavities to 
te completely 


piration could uot 












filled. 


with life. 






More or less dnll- 


Weakened or 






(lEfls, generally dif- 


euppresfied. 

fearely well- 
marked bronchial 






fused equally over 






the back of the 






chest on both sides, 


respiration. 






and most marked 




FUUIOHABT 




at the lowest parts. 
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TABLE NO. 10, Continued. 



BJtLBS. 


VOCAIi 
RESONANCE. 


PALPATION. 


RSMARKa. 


No exudation 
of lymph and 
therefore no fric- 
tion sounds. 


As in pleurisy 
with moderate 
effusion. 


Vocal fremitus 
lessened or sup- 
pressed below the 
level of the liquid, 
but increased above. 


Uydrothorax is 
bilateral ; while 
the different 
kinds of pleurisy 
are almost with- 
outexception 
unilateral. 


Subcrepltant 
and fine bnoUinff 
zAles. 


Variable. 


Vocal fremitus va- 
riable. 


Like hydro- 
thorax, pulmo- 
nary oedema is a 
result of structu- 
ral disease of the 
heart or kidney. 
Although gen- 
erally bilateral, 
and then oftener 
found in the pos- 
terior portions, it 
may be unilateral 
and extend over 
one lobe or a 
whole lung. 




f» 
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TABLE NO. 10, CoHtimied. 


DIBBAn. 


"z^i\:^rior 


rKBCB..™. 


.„„„™.. 


, 


EKpanBian of 


Fhtnm at the ban 


Snppressdd be- 
low the level of the 




aflecled »i<lo QDd 


of the cbeBl od Ihe 




relative mobility 


affected tiide, if there 


liquid. Feeble, dit- 




impaired. Ob- 


be enoBgh liquid (sa- 


lant or suppresBed 




litenttton and 


mm ot puB)^ Over 


above, unless there 




eometimes bulg- 


the nppec putt of the 




^^B 


ineufinlarcoslai 


same ids and Bome. 


cation between the 






timcH ex (en ding be- 


biviichial tubes tiiid 






yond the Blenium, 


the pleural mvitr 






iijiHpanUic reBonance 


above the level of 






almost as iDMnse as 


tlie liquid, when 






that of a tympnnitic 


there may be heard 






abdomen. This is 


amphoric reapira- 






heard bv conduction 


tiOD, limited U, a 






even below the level 








<A the liquid, Che liit- 


near the perfora- 








tion, which fs gen- 


^^V 




twi«i D« bigb OB the 


erally between the 


^^■^ 




line of fiBtiiess. 


third and sixth ribs 


■ Fksumo- 




The tympanitic re» 


on the poslero-lafr- 

eral surface of tha 






ooauis extends over 






tbe whole side, if 


chest. 






there be only a small 


Bronchial respi- 


^^_ 




amount of liqaid. 


ration over the con- ^^^^ 


^^L 




Change of posture 


densed lung (which ^^^M 
la generatly also ^^H 


^^H 




atwavH, in thia dia- 






eaae, changes relative 


tuberculous), at tbft ^^^^H 






position of lliitnesa 


top of the chest ^^^^H 
beliind. ^^H 






and tymnaiiitic reiw- 














Ihere is amphoric res- 


heultby Bide asa^ ^^^^H 






o nance. Dullnees 


^^^M 






from the condenacd 








Inng maysometimea 








he detected at tha 








snmmit of the cbest 








behind. H the quan- 








tity of air or gas be 








ufry large, on accouBl 








of the?i(remetenBitm 








there may be tympa- 








nitk dulheu. 


^^1 


1 
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alua. 


^nl^Sti^ 


P..„™-. 


„aM^ 


Metallic tink- 


Above the liquid 


Vocal (TMiiitiis 


When thia dis- 


Bng, and splash- 


amphoric whisper. 


dimioiBhad or 


ease occurs, it u 


tag ot Hippo- 


voice, and cough, if 


■"S,X-.. 




cmtic succuaaion 


then! is amphoric 
respiration. Or the 


,>lical\on of 


•Bond. 


of heart. Fluc- 


Wi«: 






tuation. SfDse 


The relftiive 




befaehleorwrfliitLiig. 


of elasticity 






Always wanting be- 


above and of re- 


or ™ and water 




low the liqaid. Me- 
tBlUc tinkling. 


siBiance below 


vaiTcs indifferent 




the luvel of the 


cases uud in the 




Incceaaed vocal ree- 




Bame case at dit- 




onaace or bronthoph- 








ony over the com- 




pecially if com- 




prossod lung at the 




mauicatlon with 




top of the chest be- 




the extt'rual kir 




hind, 







THE PHYSICAL DIAGNOSIS 
TABLE NO. 10, Cmtimad. 



1 »„. 


inSPECTIDH AHQ 




»„„„». 


W Phbuno- 


As in the preceding. 


Tympanitic 

port or the whole 
of the affected 
side, sometimes 
even eK tending 
to the right or 
left beyond the 


air is, or it may be 
amphoric if (here ia 
free commnnicallon 
between the bron- 
chial lubes and the 
pleural cavity. Bron- 
chial respiration 

luug. Enaggerated 
on the healthy aide. 


k ^7^: 


There U u chnraclcr- 
iaCic deiormity of the 
chest, a great bulging 
of the irhole upper part 

all. 

diameter of the chest 

The clavicles are ele- 
lated, and yet ulmost 
buried up. The lower 
pnris of the scapnlee 

entire thorax is dragged 
upwards as one piece in 

little or no expansion 
of the chest, because the 
elasticity of the lung 
tissue being lost, expi- 
ration fails to empty the 
chest, and there IB little 
room for the introduc- 
tion of fresh air. 

Kespiratory efCoru 
labored and powerful, 
yet the breathing ia 
chiefly abdominal, and 
the lower part of the 
che<t may even sink in 

pretsiuii above clavicles 

The patient often 
■toops from nntero-poB- 
terior curvature of the 
apine. 

In H few cases of the 
Tatiety called "senile 
atrophy " of the lung 
there is DO bnlging. 


Exaggerft t e d 
resoDouce (some- 
times called vea- 

niric), on both 
sides, but gen- 
erally preate r 
on the left. It is 
heard over a 

the vesicular res- 
onance in health, 

ia pushed down 
and Che heart ia 
more or lesa com- 
pletely covered 
Gylung. Owing 
to the slight 

lungs, this area 
ia not much af- 
fected by forced 
inspiration or ex- 
pi ration. 

If the lower 
lobes are em- 
physematous, the 
line of hepatic 
flatness may be 
lowered to the 
ninth or tenth 
rib on the per- 

In eiopUoBsl 
cues, then may be 


Weakened or 

upper lobes, more 
so usually on the 
left than on the 
right side. InspU 
I'Htory sound short- 
ened and expiration 
remarkably p t o- 
longed, though of 
the same quality 
as ID health.^ 
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bIles. 



VOCAL 
RESOHANCE. 



Diminished or sup- 
pressed where the air 
18, or amphoric voice, 
whisper, and cough, 
if there is amphoric 
respiration. vocal 
resonance increased 
over the condensed 
lung, or even bron- 
chophonj. 



If bronchitis 
and asthma co- 
exist, bubbling 
rftles, and o& 
ener sibilant 
and sonorous 
rttes. 



Vocal 
variable. 



resonance 



PAIfATIOir. 



Vocal fremitus 
diminished or 
suppressed where 
the air is, but 
increased over 
the condensed 
lung. Displace- 
ment of heart. 



Vocal fremitus 
variable. 

Heart's im- 
pulse lowered, 
sometimes bein^ 
felt in the epi- 
gastrium instead 
of in the prsB- 
cordial space. 

Chest walls un- 
usually elastic 
to the finger. 



A very rare dis- 
ease, air or gas 
without liquid almost 
never being found 
in the chest. 

Pneuma-hydrotho' 
rax is often looselj 
called pneunuhtho- 
rax, however. 



In the great ma- 
jority of cases, 
vesicular emphy- 
sema has associ- 
ated with it chronic 
bronchitis. It is 
often accompanied 
by paroxysms of 
asthma. 

Generally a bilat- 
eral disease, al- 
thonprh there is 
usually more affec- 
tion of the left 
lung than of the 
right. 





BB^^^^H 


^^K u 
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^^^^r DISUBZ. 


"S^Tior 


„»ou„,... 


...P,„.™,. 




Often a bulg- 


OBing to the 


UiminiBhed or mp- 




ing of the opper 
part of lite chest, 


commonly coexist- 


prosaeil. 




ing emphjaemB, 






SD.Iasmktiigm, 


there is generally 


gernted. 




during iHapira- 


eiopgerateil per- 


Jerking. 




tion, of the lower 


cussion reBouanee, 






part, on account 


as in that disease. 






of the emphy- 






^^^1 Airnu. 


semn which gen- 
erally cofixiats. 

piiation. 










Healthy reso- 


In manj easea nor- 






nanCB on both 








sides of the chest. 


Sometimes ob- 






A negative sign, 


scured by the riles. 






but a good one 


Bometimea weakened 






here. 


or Bttppresaed over a 
pact of the chest by 












a^'ih''low«*^rt 


plugs of mucus in 








tahes, suddenly reap- 
pearing after congh- 
ing. sometimes liy 






Bbttt, fcDm excewlTe 








th[(^ke^ing of the 
















but from this latter 






tulMI. 


cause both sides an 


^B BBOItOHITIH. 






affected alike. 


H <AiT«dngtb« 








H iHgd wi^.) 






i 
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niLES. 


eJ.°»,;'«ce. 


■...p.™». 


™„... 


Lond .ibilant and 
WHioroua ralet with in- 
spiration and expira- 
tion (the aibilant, 
however, beinp more 
abundant in innpira^ 
tion, and the sonorans 
inexpinition),ullover 
the chest on both 
sides BTid oflen heard 
al a diBtuncc. 

Sometimes Immixg 
rMa Wwards The close 
of the paroxysms and 
for Bevernl days after, 
when they cease, un- 
less chronic bronchitis 
coexists. 






The physieal 
signs Hvcn are 
those of H parox- 
ytm. This is 
generally ac™m- 
panied by a t,«- 
porary empbyse- 
matouB con ill Hon 
at least, and by 
bronchitis. 

K^lar aBth- 
matics often have 
these for jierma- 
n e n I complic*- 


On both Bides of Ihe 
cheat, especially orer 
(he lower lobva be- 
hind. MKWOH. a^dtib- 
ilant Tales, according 
to the Hie of the tubes 
in which iliey are pro- 
beard nlone, before 
■ecreiiun lakes place, 
and after thUmingUd 
with tairie and fine 
tnibtJlnfl rSU: In 
nnny 'rnsea no riiet 
art heard al ail, and 
when present they of- 
ten shift their posi- 
tion. The moist rftlea 
are not heard aniosa 
the mucus ia un usual - 

which is not the owe 

Thev occur oflener 
in chronic thnn iu 

CBDM in the former 
the liqoid ix more apt 

•nd therefore pro- 
duce* better bubbles. 
They oi'cnr oflener 
also in younft chil- 
dren ihnn in wlults, 
bocauwi the former 
■xpecti irate leas. 




rhonchiul fremi- 


A bUateral dla- 



wm 
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1 


"meS^^ion." 


r^cc^io. 


■.ar™.™.. 




If there is con- 


UndiminiflhedraB. 


ReBiH ration weak- 




eiilernble collapse 


on ante on bolh 


ened or obscured bj 




Bidea ot tha chest. 






11 lea, with emphy- 
semiv ana wHf, or 


except sometimcfl 


tion from coUapM 




when there is col- 


coexialfl (with or 




withOQt catarrh III 


Inpae of polmonary 
loUes wilh or 


withont cacarrlul 








^^H 


per part ot Ihe 


without cstarrha] 


cho-vesicular or 


^^V 


chest is more or 






^^ _ Brokciiitdi. 


less Expnnrtad, anil 


there may be some 


ened respiration 




the lower part may 


circnmscnbeil dull- 


over mich parts. H 


(InduiUng «tar- 


PvensinkiDdiLrmg 


neM over diwemi- 


emphysBma coex- 


rll^ pncUlDODlB. ) 


inapiratiou. 


nated poiciona of 


ista, weak or aup- 






ihelnng, eBpecially 


presBcd iDspiraiioD 






over the lower 


fn front aboTe, and 




1 


lobea behind, and 


expiration length- 








ened. 






nauce in other 








parta, especially 








the npper part of 








the cheat in from. 








if emphrscmft co- 








No dnlluess un- 


There ma; be 






lees from collnpae, 


suppression of rei- 






or from grent 


iiiration over paita 






qnantitv of liqni.l 


of the chest from 






fn bronchi. 


the exodntion or 


pLAiTIO 






from collapae; or 


BSONCniTIS. 






broncho - vericnlai 
or hronchiai rcipl- 








rntion from mI- 








lapse. 


1 i 
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hSles. 


he^Ta»''ce. 


.....no. 


.,™.nKS. 


SolirrnHlani rSlet 


If BolidiHca. 




A bilateral di* 


tioQ from col- 




ense. Inflamma- 


botliBiiiee Of the chest, 


lapse exists, with 


lapse exists, with 


tion of the Ini^r 


nffih eithPF or both 


or without catar- 


orwi.houleatur- 


SS.„.'"-SSS: 


pea all; over the 
loiver ihird of the 


rhal pneumonia. 


rhal pnciiUKmia, 


increased votal 








fremitus over 


sometin.e, attend- 


chant behind. 


broncho p li o u y 
over such parts. 


such parts. 


ed wiih collapsB 


Sibilant and Hono- 






wms, eapeciaily «iii- 
t«nl T6la, ana alw 






lobolea and ca- 
tarrhal pneumo- 


fin,-a«damrstbuMuig 
rifr. may be heard bII 






nia, cspei-'ially in 






infants or in aged 


over the chest on both 






or fee hie uersont. 


■ides when the smaller 






CoUaps.-, by the 


and hirgcr tube* are 






law of compen- 


aXiO affected. 






sation, iKnerally 
gives rise t« 
einphvsema in 
oilier [HirrionB of 
thelu^g. 


Sonnrouji aad «ii- 


Aain the pre- 


As in the pre- 


A mre disesM. 


lanl rSlei oa both 


ceding. 


ceding. 


The fihrinont 


Hdea. 






eMirlatioti com- 


1 Suhcnpilmt riku 






mences in the 


limited to certaiDpor- 
tien* of chest AIm 






jinnee braocbet 






and extends np- 


ImMlm y6la. 






wards. A few or 


There may be tem- 






miinv tubes may 
be affected. Crf- 


po™rj..npproasi«iof 






rUe.uvcr|artsofthe 






iHpse of pnl mo- 


chest from the exudir 






nary lubnleg ma* 


tion, or more lastini; 






occur from ob- 








struction. 


la^. 






Bilateral di»- 
ea.<e. Rithei 
Rrnle or rhrrinh!. 




THE PHYSICAL DTAGNOSIS 

TABLE NO. 10, CoTUinaed. 



. ntSBASB. 


'»iL\?;AT>ar 


„.<..,o.. 


BEBPIRATIOH. 




Sometimes cos- 


TheremaybeasUiihl 


Weakened 




tal movement a 


dullness. 


somewhat over 


Ac DTK Lobar 


oil BfFecled side 




the congested 


OS CB0UF..U9 


dimioiBhcd on 




lobe. 


Pnkuhonu. 


account of pain. 






Firtt Stage. 


















Costal move- 


Over the affected lohe 


Broiiclio-caicw 








lar followed by 




ished on affected 


of resistance and 


branchial respira- 
tion, as solidifi- 




side (especially 


marked dtdlneis. some- 




ifthewliolelung 




cation increawia. 




be inflamed), and 


to JtUneas. The inter- 


ExapgeratBd 




increased on I he 


lobar fissure can be ilis- 


on healthy "de. 




other side. 


tiuctlr manned oat by 






There maj be 


percu^ion, if one or 






in some caseB a 


two lobes of the affected 






slight increase by 


Inng remain nnaffeCTsd, 




iSaxmd Slage. 




the latter niving forth 
an exaegeratoS resc 
Banco. In such cases 
the resonance over the 










{H«p>tintlon.) 










healthy lung is in- 








creased, bot not so much 








aa over these unaffected 








lobes. 








In lome nwrn, instesa pf 
















■DBbl oruDpbOTlc reso- 
















BoLidifled labe, this quBlity 
















l™li™ o™ bronchi, "don- 








dueteH hj lh«HDlidiflr»(Lon; 








S1.D H.n>»ii>..a Bt Ihe t»>e 








0tlh9chi«t,ifBfferlrf,b8- 








Ing conductoil upnunbliom 








Ibu llOBUch or colon. 





r"— ^^^^M 
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TABLE NO. 10. Cootinued. 


8lu». 


VOUt. BUOKASCB. 


r^.™.. 




GenenUv, but 






Generally a nni- 


Dol invBrialtly, the 






Isteral disease. 


crepitant t&U. 






More common in h 


When U does occnr, 






lower lobe, esjie- 


it is pathugDoiDouic. 






cialty on the riirht 
side. Wheusosftu- 


BmrelJ ilrj uiil DHiln 






ateU, Ihe physical 
Bigw are best heard 
in the infra-scapo- 


urib«rbronclKi>, on 














HCODduj pkuiUjF. 






lary regions. 


Crepitant rile dis- 


Increased vocal 


Vocal fremi- 


Sometimes the 


utpeoTE, but txcu- 
dinally it persists 


reBonanee and in- 


tus generally 


heart's ^junds ara 


crcMcd bronchial 


increased over 




B»en in this stage, a 


whisper, followed 


affected por- 


peculiar distinct- 


few air-cells here 


bjrtmncAcp^onjana 


tion, but some- 


nesB through the 


aed there not being 


whitpering bron- 


times dimin- 




filled witb exada- 


ished, and oc- 


titnei. noL 






casionally ab- 






OccBsioiiatl}' pec- 


sent, owing to 




«lii.itto.°" ' 


toriloquy and 

whisperiDg pecto- 


Knc"h1 or 




b 


riloquy. 


pleuritic eftu. 
uon. 




k . 



f t6 


THE PHFSICAL DIAGNOSIS ^^^H 
TABLE NO. 10, Contmued. ^^^H 


„,„.... 


'mosI^a^i^n." 


„.o™„. 


««p.kat.ok. 


Croupods 
Pheumoma. 

Third Sla^ie. 

(1.) BMOtDUon. 


Gradual re- 
Uirn to the nur- 
mal condition, 
and after recov- 
ery tven «.utra«- 
t,OD ninv occur 


Dullness grad- 
ually disappcara. 
A little, liowever. 

ialo^Tmr "' 


The bronchial 
merges into thu bron- 

liou, which is followed 
for some time after 
rccDvcrv by weakened 




DullDBBs con- 
tinuoa, and be- 

m»rk^d. 


tion, or feeble or t>ap- : 
preasud respiration. 


Catarbhal 
Pneduoma. 

(LobulKorbronchd- 


Already 


expt^Ded in 


conncclion with 


Chbonic Pneu- 

PlB&OID PhTIII- 
BIS. 


Diffftrenca in 
ihe relative cos- 
tal movementH 
on the two «iclfs. 
and after a while 
i-OQtiactiDii of 
the affected lobe. 


Marked dull- 
ness. 


Bronchial or bron- 
cho-veHicular. 


m J 
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TABLE NO. 10, Continutd. 



kIlbs. 


l,^t^C>^. 


„„.„.. 


REMABES. 


Suhcrepilant 
rAle aupears, with 
sometimea a few 

bubbliog rales. 
Crepittmt rUe re- 
tonu. 


Bronchophony 
and whispering 
bronchophony. 
followed by iD- 
creoaed vocal 
roBonimce and 
incrcaseil bron- 
chial whisper, 
and this by nar- 

ance and whisper. 


Increased vo- 
cal fremitua, fol- 
lowotibjthenor. 




Fine and coarra 
bablilinB rSloa 
g«u«Any in 
abundance. 


Weak bron- 
chophony or di- 
niiuiahed vocal 


Vocal iremitus 
variable. 


If, as very rarely 
happens, an alurxm 
forms and clischiirKes, 
it may giva riw to the 

AS a phthiHiuU cavity 
(whicTsee). 


CapilUry 


Bronchitis. 




Limited to lobule* 
scattered throuph 
lung BnbstHjice i n 
patchM varying in 
sine from a hemp seed 
to an egg, or larger. 


Fine and coarse 
bubbline rftUs, 
alto tjbilitoc and 
sonorous riles. 


cal r^Konance 
and increased 
bronchial whis- 

Bronchophony 

bronchophony. 


cal fremitDS. 


Called also Cirrho- 
sis of Lunc. It 

of the InuB and dila- 
tation of the bronchi. 
and is alwHjs scrom- 
panied by bronchitis. 
A nnllnteral diseftKe. 
Occars amorg- bUidb 

This di«cnM i« "the 
anatomical basis of 
almost all pulmonary 
phthisis." 



r* 


THE PHYSWAl DUaSOSIS ^^^M 
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TABLE NO. 10, Conli^uid. ^^^M 


1 ....... 


'ZSS,™™ 




—■ 1 






When one Inng 


1 






is HUected a lEttle 








more than the 








other, there mar 








he a Blight cxctsB 




ACCTK 




of dullnega ia ihe 




M.LIART 




former. But oft- 




TcUKRCnLO- 




ener there is no 
notnbledullDesaon 
either aide, the 
graDulacioiia, even 


1 






Some dullness, Bi- 


Reapiratiott^^^l 






pecially if the de- 


weakened or inw-^^^^^H 








rha-veticalar, OCCk^ ^^^^^H 


^Hi 






tonally jerking. ^^^| 






Bamniitoftbeclie«t 


ITbera nay bf.^^^H 


^^^ 




on one side (more 








often the left), in 


miKiou of the.^^^1 


^^^ 




front or behind. 


henrt Bound M.^^^M 






Thwe may be 


(available in tb» ^^H 






■VPBiciilo-tjmpttnilit 


infra-etavicnUr w-^^^l 






reaonance at the 


gion). denoting >k^^H 


■ Fbthibis. 




apex from Becond- 


deposit on the nglit l^^^^M 
it the fnt.^^^1 






arj lohular emphj- 


1 First Stage. 




sema. 


Eound be heai4 '^^^H 




Remember the 


belter here than on ]^^^^l 


1 (Iml^enl.) 




possible very sliqht 


the left and on ^^^H 


^^^^ 




d<,lhes, ia health 


the left side, if the -^^^M 






on tfe right side. 


Be<!oiid Eonud be ^^^^M 






It is in conncclion 


heard better heia ^^^^1 






with the dinjrn™" 


than on tb6 right] ^^^1 






of incipient 








phthidB that this 
fact becomes of the 






















An J ■idllnesB. 


^^^H 






however slight, at 








the le/l apsK is al- 




[ 






^^H 


k 


fl 


1 


J 
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TABLE NO. 10, Conlinutd. 



SuticrepttADt, fine and 
coBDW bubbling, and 
libilant and eonot 
rUea in diHerant pli 
■11 uver bath sides. 



equally d i f- 
' ■ in both 
lungs. This 



There moj be one or 
more of the following 
kinds of riLlea : — 

1. Subcrepitaat, indi- 
cating a cirrnmscrilied 
capillan' bionchitia 
about th( 



. Cnpil 






a. Rubbing /nctioH 
■ouadB, here often called 
crumpling, indicatine a 
drc urn scribed dry pleu- 
riiy. 

4. Sibilani riles, indi- 
cating a spam of the 
tabes, or circmnscribed 

Alt tliene r£1ea derive 
theit eigiiiflcaoce from 
being heard at the apex 
(oftener the left). 



THE PHYSICAL DIAGNOSIS 
TABLE NO. 10, Coalinued. 



DIBEAMb 


"r"^:.or 


,„„„„.. 


B«sP.a.™. 




Some flnltening 


Dull«es>, more or 


Bronchial or hron- 




and deficient ex- 
pBosiun ot the up- 


lens, at upper purl 
of chest on affcet- 


ch«^iiic%lar or 




per part ot chent 


ed side. 


tion. Occasionally 






Or tympanitic 


jerking. (Abnor- 


Phthisis. 


Marked dirninu- 


resonance (c o n- 




UuD in size of chest 


ducted from bron- 


heart Bounds.) 


Secoad Stage. 




chi, as there nre no 
cavities ytt). 
There may be 










k 








1 




nance from (ex- 




1 




isting lobular om- 








phyaeraa. 






Extraoidiuary 


Tampanilic reso- 


Ca™™™_ respi. 






nance within cir- 


ration, especiallyaf- 




dflvjdea from the 








fulling in of upper 


Occaslonally 


peclorstion. If the 




parts of iung, nud 


crocked-metal or 


cavities are quite 






small, the cavern- 


Third Slagt. 


Still greater (lim- 


Dullness over 


ous respiration may 
be drowned out by 




inntion in siie of 


the same space, if 


t h neighboring 


cheat by menBura- 


the cavity isfuU of 


bronchial res ^i ra- 




tioD. 


morbid products, 


tion, or combined 






BH, e. g., in the 


with it, forminir a 






morning before 


kind of broncho- 


- 




copious expectora- 


cnvernous respira- 


1 




00.. 


tion. Barely am- 
phoric teapitation. 




There niaH be 
some depression of 


Generally dull- 


Bronchial, if the 






tubes are cylindric- 




the chest over the 








places affected. 


tracted psri'nchy- 


ed. 






ma, aud also fruiti 


Cavernous a i 








amphoric, if saccn- 


DiUTATioir 




mucus. 
Sometimes tym- 


lar and Urge 
enough. 


Bronohi. 




panitic or anipiioc- 
ic resonance, if the 








lubes are free from 
morbid products. 
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^B TABLE NO. 10, Conlinutd. 


rIli^ 


i:eI^*>ck. 


P.^..,o«. 


„,.„. 


Fintaadca«rKh«b- 


InerBBsed 




The accompany- 
ing signs are oh- 


Umg nltt, from soft- 


voeal re«o- 




eaed deposit or from 






sen'ei! on tlie sida 




whisper, or 




first nffpcted. gen- 








erally at the apex. 


geoBrally hcurd bet- 






By this time. 


ter in the mominc 






however, signs de- 


bafore much expecto- 


cAodAohv. 




noting H Ivss ad- 


ralion. Also jiiiAnU 


OccasioS. 




vanced condition of 




ally bron- 




the dispii!>fl mag be 


fiiclim sounds, and 


chopboDic 




he«rd Bl the apex 


crtpilant and subcrepi- 


pectoriloquy. 




of the oihcr side. 


tanlrakl mag be heard. 








Gurgling. 


Sometiraea 


Increased vocal 


These cavernous 


Very rnraly metal- 
lic tinkling. 




fremitus when the 


signs (to be fvught 


pectoriloquy 


cavity is large, 






W whi* 




upper piirt of the 




pering pec- 




lung) often have 




toriloqny. 


with the brouclii. 


in iheir vicinity 




Amphoric 


Sometimes gur- 


manv of the signs 




Toite when 


gliug fremitus. 


of solidification al- 




there is am- 


When the disease 








exists piincipally 


1 


^ 


pimion. 


in one lung, ibe 
shrinking of this 

drags the htinrluiit 
of place. I'lilsa- 
tion detected by 


4 


BnbMinerUesfPom 


Incressed 




tTsuatly affcMl 


macns in diliiwd 


Toc^al raso- 


fremitus. 


many bronchi, and 




nanco and 




occors in both 


gurgling, if ihera n 


broachoph - 




lungs. Most com- 




ony. 




mon in the lower 


tion. 






lohea and the mid- 




pectoril- 




dle lobe of the right 




oquy. 




lung. Follow* 

of pnlrnunnry lob- 
ule", pleurisy, and 
pneumonia, espe- 

dilatntion mar b« 
of three varielies,— 








form, or saccular. 



THE PHYSICAL DIAGNOSIS 
TABLE NO. 10, Continued. 



u.^. 


IMSTBCTION AMD 


PE«COSS,0». 


u^^r.... 






Dnllnecs, often 


Bronchial or 




motion Flntteniai: 


extending bevond 


feeble or Bnp- 




and coDtraciEou of 


the median 'line, 


pri-831'd. (Sqp- 




the affected aidu (if 




pressed by preiH- 




inflltratcd). 


sietance, uniformly 




L 


Or the growth may 


extending over i 


deposit on a large 


■ 


ho so great (perhaps 


part or the whole 


bronchus.) 


■ 


tuur or Ave pounds) 


oE a Inng, if iufil- 


U only one 




as [Q enlarge the Hide. 


tixited. but Bcac- 


lung is aSected, 




ERncemeDt of ia- 


tcred. if there are 


exagL-eraied res- 


Carcihohjl 




nodules large 






if pleuritic effuaioa 


Enongh to produce 


the healthy limg. 


LUNO. 




dullness. 






There mar he a 


There may bo 


Over the tnmor 




bulging or even per- 


dullness or flat- 


weakened or sap- 




foration of the ribd 


ness over the ta- 


pn-iised from 




and sternum, with 


rn or (and over 


KhTai "over 






pleuritic effosion 






or compressed lung 






if they coexist). 


if there be any. 




clicat not as uniform 


The dullness over 






as when enlarged hy 








liquid. Distentian of 


mediastinal tamor 




INTH*- 


BuucrRcial thoracic 
veins; or of thoae of 


alwavB extends up- 






mxrds and to the 




TtlMORB- 


one or holh upper 


right or left; in 






extremities with 


anearisms espe- 
dftUy to the right. 




tB.p«l.lly«i™. 


cedemajorofthodeof 




Asm.} 


one or both sides of 


There must not be 






the neck (significant 
if therein no tricus- 
pid regurgitation or 


too forcible percus- 






sion over aneunam. 






dilatation of the right 
heart). 
Local pulsation, 














BjnchronoiiB with 








heart's systole, some- 








times visible in aneu- 
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BALCa. 


«EaoNA^™. 


„„™». 


».«Aa.. 


BnbhlinKTfllfti, 


lacreawd 


Vocnl fretnitaa at 


A rare disease. 


if aofwnins takes 


vocal reso- 


first increased, then 


Usually encepha. 


place, or it there 
f. .econdary 


nance and 


diminished. 


loid and aasocialed 


bronchoph - 




with mediustiiial can- 




ODJ. 




cer. There are two 
varieties: — 

1. Sfronilary noitu- 
/or deposit, ottener af- 
fecting both lungs, ths 
nodules varying in 
sixe from a pea to an 
orange. Ufew,Bmall. 














and Ecutlered. they 








may not give rise Co 








"■J.-Et/fc- 














(fun into the air-cells, 








usually a&ecting out 








\\mg. Pleuritic effu- 








sion often coexist*. 








Softening and exca- 








vniion may tako 


^^B 






place. 


^^^^H There maj be 


Vocal ree- 


Vocal fremitus di- 


These tnmors are, 


^^B lnbbli.% rules 




minlahed or sop. 


in the grGiit majority 


^^^^H from aecoii'lary 


riable. 


pressed over tnmor. 
Increased over com- 


of cases, aneurisms: 


^^H bronehiticor 


Bronchoph- 




^^^^B from Boflenln^ 
^^^H if the tumor 




pre».Hedlnng and pri- 
mary bronchi. 

Hiart pnlsations 


caneernuB. flbrons, or 




tatty tumors, which 




lung tissue, 


eenernllv start from 


^^^B There 


if there be 


may often be felt out 


the mediastinum. 


^^^^H bnt not nlwiiyB, 


any. 


of place in conse- 


They often eiert 






quence of [he nresB- 


great prenFure (to 


^^^^r enrigm a tgslolle 




nro. The arteries on 


their injurv. of 
course) on tbo 'heart. 




one side may be com- 


^^^ h^'or ^rin^ 




pressed more than on 




■ and of variable 




the other. Over an- 


sels, with chaiBcter- 


B iatenBity. Rare- 




eurism an impHUe is 




■ 1j there mar be 




feltsyuchronouswith 




K henrdalnoadiiia- 




the heart's systole, 


or both sideo of chest. 








PlenriiiceHnsionmay 


H cauaed by the 
■ passage of blood 




even than over the 


result, also collapM 
of pulmonnrj lobules 






M wot o( the MC 




double, either throli- 


ortedema. Anen- 








risms arise most com- 






Often Apurrinv Ihrilt 


monly from the as- 
ecndinc portion of 
the arch of the aorc*. 






is felt, penerallv dr- 






cnmscribcd, bnt 






sametimes d iff n nod 








over a larRB portion 




^^1 




of the chest. 




i 



m 


TEE PHYSIC At DIAGNOSIS ^^^^k 




TABLE NO. ^^^1 


DISEAXB. 


.„c„„„.„,. 


P„™„.. 




VfWm heard over the npex, the 


The space on the surface 




Iwo heoltiij' heart sounds niajr be 


of th» chest beneath which 






the heart lies is called the 




with Sots niurking the panaea, 


pramrdla. or priccoriliul 




thus: Thefiwiortyt- 


ixrion. That pan of the 
prreiordia which is uncov- 




luUc. in ncc^nted, 1oiik> booming 




and of low pitch, and the seconit or 


end of lung i< called the IU- 




(tiHstolic bouihI U hbort and valva- 


perjidni cardiac ijiact, and 




Inr. At the base of the heart the 


the rest, where lung tissue 


The 


two Bounds mny more Dearly be rep- 


intervenes between the 


He ALT at 


rtwnted by an iamhua _ . ., 


heart nnd chest walls, la 


HXAKT. 


the Becond Bound beinij here ac- 


CaJled the drep con/inc 




I'Gntei! and as long a», if not tonfier 


iBoce. The boundaries of 




than, the lirst Bound, and more in- 


each of these spaces most 




tense. ThisisbecanHetheboopiing 


be ciii^fullv mcmoriKed. 




quality, caiiaeil by the "lOement of 


They are well shown on 




impulsion " or " muscolat elc- 


Plate I. 






The dullness over the 




ag the yalvuUr element of the first 


deep cardiac s)«ice, though 




Botmd. 


distinct, is of conrsn much 
less than that over the su- 
perficial cardiac sjiace. 




A characteriBlic friction found. 






oflen laatinp n few hours only, hut 






sometimes for a few days, pro- 






duced by the rubbing together of 




1 




1 


cardial surfaeea in the systolic and 




1 


diastolic movements of the heart. 




r 


It is either sinple or double, strictly 












the heart sounds, always super- 






fi<Hal, and usually restricted to the 
pnecorilial spsce, — sometimes 
even to n part of it only. Heard 




First Stage. 


with the greatest intensity on the 
lef r ertL-e of the sternum on a level 




(BiadBdon of 


with the fourth rib. Quality grax- 




. 


ing, c tump! ins. creaking, or rasp- 
ing, and either feeble or" loud. In- 
tensity inureased by bending the 
hody forward so that the heart [i 
brought -nearer the vhest wsllfl. 

with the stethoscope; also by a full 










Inspiration, the pericardial surfaces 






being forced nearer t*wether by the 






expanded lun^. A single sound 




■. 


mav be made double iu this way. 




1 


J 



OP DISEASES OF THE HEART. 
TABLE NO. II. 



The apex i m- 

EolhO of the healthy 
earc c n n f r o- 
\y, but not h1- 



quently, bv 
•navf, be re 



The lieatthv apex beat in the lit- 
tiag or utaniiiiiK poBtare ia felt In 
the Jiflli lutHrLustHl space, bat often 
ia the fourth vrhcD Ivio; on thu 
back. It in Te]t orer an itre& nn 
inch iu (liHincter, Imm hnlf an inch 
tu two iucfaea to the ri^fat ul tliu 



immalU (a > 



111 



drawu ihrongh the left nipple), aoU 
about three inchosi OQ an avrrnee. 
lotholeftuf themodiiinliDe. When 
lyinz on the riiihl aide, the centra 
of the areH is alnut half an inch 
nearer the iCi'miim. nod when lying 
on the left Kidc it in felton the tinea 
mammtdit. In eutne persona the 
npex beat cannot be felt at all. cspe- 
cinMy when lyiii); «ii the ri^ht side. 



For jiLirpcaci of 






ot 



the 



healthy '. 
plnced here. 

A thorough 
kiiuwled)!^ of the 
li(>MUhy heart is an 
Himlutel.v iiidispen- 
luilile preri'(|uiaite to 



EndocnrditiBwith 
I phvsicsl figns 

often coexists. 

Rheumatic pericar- 



rheuniBtic fever, 
U iiliiio~t always ae- 
coniuHuicd by endo- 
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TABLE NO. 11, Continued. ^^^| 




„.™„™». 


^m 




Friction sonDdH generally (but 


With lai^eHuHioQ, the area rf ^^^H 




not invariably) disiippear whan 
iha eSnsion bscomea consWera- 


priecordial dnllneai is greatly in- V 




creased vertically and Inti-rallj. ■ 
and in the upright pontum it be- ■ 




ble ; often vemaining, however. 




at the base of the benrt near tbe 


comes pyramidal in ahape, corre- ■ 
sponding to the form of the di» ■ 










tended aac, whoM bnao ia near (he ■ 


Fkbicab- 


prfficonlia, in spLto of the effu- 




aion, by bending the body for- 


ntar the atei-nul notch, anil which ■ 


wardii. Heart soundi, eapeciHlly 


may extend laiertdlv aiinoiit from ^M 


Slagf. 


the fint, miwfitUi aud distant, 


one nipple to the other. ^^^M 


or absent altogether. Alismra 


In chronic pericarditis with verp'^^^H 






(8«raiui B(. 


refiouatiue over the enlarged aren 


Eoc, the dultueaa or Satnesi mnj-^^^H 
extend nearly to the axillary ^.^^^H 








inf rn-Rxillary regions on each aidoti^^^^^^l 




puHhing the Inngs lo the rii:ht 


Tlie dullness from the liquid ex^'^^^^H 
tends belutr the point of the apex ^^^^^^| 




Imd left. 




Dutiim nbaorption the friction 


beat. The anterior portion of thA^^^H 




Bounds reappear and may last a 






week or mora ; nod the heart 


and in contact with the cheat walls. V 




aouaOs bcrome mora distinct. 


When the patient lies down, tha ■ 
lateral diameterof dullness a in- H 
ci'eaaed at the expense of the ver- fl 
tical. ■ 
If the effusion is Fmall, Ihem it ■ 
merely an increase in the lateral ■ 






diameter of dullness at the lower J 




portion of the precordial region ^^^^1 
in the npright pontiirB. ^^^^M 
Gradual diminatirm ol the oreft ^^^H 
















^^^^H 




A sjBIolic mnrmiir, cenerally 


^^^H 




wftHndftehle, due to thickening 




or roughening of the inttamed en- 










tbe aortic orifice, but usually at 






the apex. The swollen mitral 






valves with shontened chords may 




Ekdo- 


ally the murmul is rmtral non-re- 
qiirgitam, canwd bv intra-ventric- 


^H 


ti». 


AnuralUcioD of (he beut fhould be 


^^^H 




pmetlMd kt the bfglnningnf metj owe 




c( rhenniillc fcrer, to make sum ttait 


















^l\^ Tt'thDrn"]^"',^ "m wl^ui 












SrfiriijpnrlT,iph),Md!ha munn™ 






nuj bo loiidud rough. 


^^^^H 


k J 



^^^ OF DISEASES OF THE HEART. 81 

^^^P TABLE NO, II, Coatmued. 


f — 


,..„™,. 


„M.„. 


' Arching forward of 
' the pneuordial region 
(mofitW in young peo- 
ple, whose costal cftrli- 
Ueeaaro pliable), oiiea 
exiending from tbn cee- 
1 oD(IIothc.ixthio<»n». 
UlI space. The effusion, 
if Urjie. restrains tbe 

on ihe left Bide. 


The point of the apex 
beat raised and carried 
to the left of its normal 
posilion. Friction 
fremitus disappears. 

Apex heat /eehte, or 
imperceptible, if egu- 
Bion is lar^. 


Usually tbe effusion losti 
about a week or ten daja 
in acnte cases. 

HydropericaTdiam has 
physical sigtis wbich do 
not materially differ from 
those of pericardilis, ex- 
cept that there is no fric- 
tion sound. 


At first the area of 
the visible impulse of 
the heart is iocreased, 
but later it is apt to be 
Jndisiinrt. 


At first violent and 
excited action, after- 
ward weakened, 


Occurs in the great ma- 
jority of ioBlances as a sec- 
ondary affection in tha 
coarse of acute articular 
rheumatism. It is more 
common than pericariiitis. 
with which !i is otioii aitro- 
ciated, being far uftPDer 
ohsen-ed without perioar. 
ditisthanlhelntteriswiih- 
out it. 

It may occur in the en- 

fevers, in pyemia, Brigln's 
diieue, diphtheria, etc. 



L 



THE PHYSICAL DIAGNOSIS 
TABLE NO. 11, Continutd. 



Btpebtrofht 
Lbpt Heart. 



FirsC sound loud, dull, and 
prolonged. Aortic SBcand 
sound BxagBBraled, if thcro 
are no ralvmar losions. Ab- 
veane or great diminaCion of 
Tocal resonance over B. lar^r 
area than normal, ahowing 
no enlarged superficiiil car- 
diac space. This sign is es- 
pecially availablD in iemnlea 
with farga breaata. where 
percnstiiDii ia difficult. 



Extension . of peccnsaion 
dnllDes)! lo th^ Ufi, and doim- 
aarda m Ihe dmclion of lie 
apex, especially Che InKer. 
Superflrial cardiac space iu- 
cn-Bsed (ihe ittag being pushed 
Cothe left), and greater degree 
of dullness over it than io 
health. Tliia increase must 
not lie cunfouuded with that 
iroduced by retraction of the 



luDg from it 



n diseases. 



HlTBHTHOPHr 

BiOHt Heabt. 



First sound loud, dull, and 
prolonged (excrpt in gome 
cases of eictenaiTO emptiy- 
scuia, where thcedgesol the 
lungs by overlapping the 
heart partially muffle tbe 
sound), heard with grealcat 
intensity near the eD»iform 
cartilage. 

Exaggeration of ihe pnl- 
monnrjr second eonnd, espe- 
cially if there is obstruction 
to the pulmonary circula- 
tion. Auscultation of the 
voice available us in the 



Some extension of dullness 
to the right of the normal 
dullQess, bat not in propor- 
tion lo the amonnt of the en- 
largement of the heart, the 
increased area of dnllnew 
being mostly to Ihe left. 

There is often dullness orer 
the second and third right 
cartilages near the Btemnm, 
owing to the enlarged right 
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TABLE NO. 11, Continued. 



raSPECTION. 


PALPATION. 


BEMARK8. 


Increased area of visi- 
ble impulse, extending 
over several intercostal 
spaces and sometimes 
over the whole of the 
praecordia. In children 
there is often an abnor- 
mal projection of the 
prsecordial region. Apex 
beat seen to be lower and 
farther to the left than 
normal. If it cannot be 
seeu, it can almost al- 
ways be felt. If not, it 
can be located by auscul- 
tation. 


Apex beat is felt in 
the sixth, seventh, 
eighth, or even ninth in- 
tercostal space, and to 
the left of the linea 
mammalis, the doum- 
ward displacement being 
especially marked. It 
is powerful and distinct, 
though sluggish. 

A powerful heaving 
movement is felt all over 
the prsscordia. 


/ 

When the whole heart is 
hypertrophied, the physical 
signs of left and right side 
hypertrophy are combined 
in varied proportions. 

In the great majority of 
cases of cardiac hypertro- 
phy, valvular lesions coex- 
ist, and are accompanied by 
their respective murmurs. 
When there are no valvule 
lesions, chronic Bright's dis- 
ease is the most common 
cause of left heart hyper- 
trophy. 


Increased area of im- 
pulse and abnormal pro- 
jection as above. 

Strong epigastric im- 
pulse seen as well as felt, 
often shaking the lower 
part of the sternum and 
extending more or leas 
over the liver. 


Apex beat is felt far- 
ther to the left generally 
than in left side hyper- 
trophy (perhaps one, 
two, or even three inches 
to the left of the nip- 
ple), but not so far down, 
the lower border of the 
heart being almost hori- 
zontal. 

Apex beat sometimes 
feeble on account of the 
apex becoming rounded 
or blunted. Even then 
there will be strong im- 
pulse in the intercostal 
spaces above the apex. 

Powerful heaving 
movement all over tlie 
praecordia. 


Pulmonary emphysema 
is the most common cause 
of right heart hypertrophy, 
when there are no valvular 
lesions. 

If the apex cannot be 
felt, its location can be as- 
certained by finding by aus- 
cultation the spot where the 
first sound has the greatest 
intensity. 
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H TABLE NO. 11, Conlinmd. V 


1 .,„»„. 


„.c„a™.. 


raacsstoN. 


^^^ Dilatation at 

W IBB HeABT. 


First Bonnd short, tepble, 
sad Tiilvular, lacking pnr- 
tially or entirely iho element 
o( impaiaion or mnBcular 
element, thus resembling 
the second pound. Second 
Boond often inaudible at tlie 
apex. Irregular panses, or 

especially on exertion. If 
a mnrmui bus pravioualy 
existed, iw rhythm m»y 
become lost, and it may 
become impossible to say 
whether it ia Bynchronooa 
with the first or second 
sonnd. This U called aay>- 
lolisra. 

Respiratory mumnt di- 
miniahed in intensity over 
the upper part of the left 
liu.g. 


Area of dDllness U in- 
creased in every direction, 

verse diameter ereHtly ex- 
ceeding the Tertical. The 
shape of the dnllness is otW 
or square inaiend of ihe nor- 
mal triangular dulbiesa. 

An upw-ard and lateral in- 
crease of dullnffla at the base 
of the enlarged heart indi- 
cates diUted auricles. 

• 


1. 
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TABLE NO. 11, Continued. 



nraPBcnoN. 



The area of visible 
impulse is increased, but 
it is indistinct. 

In persons with thin 
chest walls an undulat- 
ing motion over the 
prsBcordia may be visi- 



PAUATION. 



Feeble cardiac im- 
pulse. No heaving TDoye- 
ment, but weak undu- 
latina motion over the 
whole prsBcordia. 

A queer sensation of 
rolling over, a kind of 
diffused tumble aeainst 
the chest walls followed 
by a pause. 

Apex beat not so low 
as in hypertrophy. 



BBMABKS. 



In a great many cases 
hypertrophy and dilatation 
are combined in varied pror 
portions, so that we have 
enlargement with predom- 
inating hypertrophy or en- 
largement with predomi- 
nating dilatation. Hyper- 
trophy precedes dilatation 
with rare exceptions ; if the 
enlargement he very great, 
dilatation predominates. 

From the accompanying 
physical signs under hyper- 
trophy and dilatation, it can 
generally be determined 
which predo m i n a t e s, to 
what extent, and which side 
(if either) is more particu- 
lariy affected. 

Hypertrophy is more es- 
pecially the characteristic 
of the left ventricle, and 
dilatation of the right ven- 
tricle, although either may 
affect both. 
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TABLE NO. 11, ConlmMd. ^^^H 


DIBEABE. 


ADBCUWAIIOM. 






Khjthm of 




Mumur 


011i.r thing, lo 






ritj ot Murmur. 


lUuhnnl. 


t» noticed. 




Systolic. 


Sacoud right 


Over the ca- 


Miirmnr gen- 








rot id 8, mure or 


erally soft, but 






space, near the 


body of Iha 


may be ro-Kh 
or musical, and 


VALVULAR 






heart. Botne. 




LESIONS, 




EiMptidBjlj 


times in tho 


or leas ob- 








interscapular 
space near the 


scares the first 


I.UJlUearL 




Ihe itamum. 


bouDd of the 








spioons ridge 


heart. 








of the scapula. 


Aortic second 








feebly or not 
at aU at the 


sound weak- 








ened and in- 








apex. 


diMinut in pro- 


^^B 1 






Transmtttpd 


portion to the 








bettur upwards 


amount of ob- 








than down- 










wards. 


Aortic ra- 
gurgitntion U 


AoBTtc Ob- 








often asso- 
ciated, when 
there is a dis- 


ISWno-i..) 








tinct doubia 
murmur heard 


[2.1 








over a large 
apace. 












yat^koi, rtprB- 










Knt dTiier of 










froquoncy k- 










• 










i 1 
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TABLE 


NO. 11. r«.t.« 


' 1 


"fc'Stfe^ 


&e« Left 


See Left 


Aonir otytrsnian it ^^^^| 


Boat Bjnet- 


Heart Hyper- 


reiy comoivin torai oT^^^ 


fa iaAmxA »fux 


Sfi.™"^ 


trophj And 




hMedMdfoTB 






«U1^ uid tben^ 






tion, il nwj indn» >ft«r 


fore Ufumd in 






ftKhneminlinfa^ffirienrr. 


Oe miijroiitr rf 






It b mwt fminenilir mn 








wiih in Middle 01 ad- 


nder oJwr«- 






rmftced life. 


tioB. 








Fianlly <j^:ta«i- 






C«d from uininvuiiciHiitic 


tim mav enpoe. 






(DunnDr whicli b not nn- 








«m.mon in .n«-n,ia. This 1 


■ens under L^ 






anil the otiicr innri^uik 






mnmui — the pulmoale 






- at* a],.,v. >M.fK. 
















QRS of the (PHTfMk MrtW 
















Unifomlj >oft Md fM- 








We, tiot ci>nei«nt. not pio 








do«iveof«rdi«cenl«(ge- 








































-inu'r<J>diaMf.'-wbi«hil 
















mer tbe ttitiE with tin On- 








ger, and hj- •; mMoicia of 








aonmU (which u mon 








commoa amoii^ tramln 








than nia1n>)i the aortic 








second sound wiinteDFeai 
















panied by aortic regurgi- 
























mere .,ug>u,e«, no. ,at6- 














cient Ui cance obetrucitoo. 
















lowed bj cudiM enlarga- 


^^^^■' ^^^1 
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TABLE NO. II. Conllnaed. 1 


DISEASE. 


ACBOQLTATIOn. 1 


Rh/lhmol 


M«mura InWn- 


Mumra. 


other (hlDEi 








iLiDhnrd. 


tobegotlaS. 




Diastolic. 


Second right 


DiffuBed 


Murmur gen- 






intercostal 


over a laT^ 


erally soft, bat 






apace (or 


area, entenci- 


may be rough 
or muKieal. II 






fourth left cos- 


iug JQ the di- 






tal cartilage), 


ction of the 


repUcas or im- 


Aortic 

BBaUROITA- 




near the ater- 


Bpi-x or ensi- 


mediately £ol- 






form t-artilHce. 


JowB the aortic 






and beard at 


second Hound, 








the Bidvs of 


which ia weak- 








the chut and 








along the Bpiuc 




13,) 






TriiuBniittiid 


Aortic ob- 






better down- 


eiruction ofieo 








wards than up- 












there is a dis- 
tinct double 
murmur heard 
over a large 


^^m^ 


Presystolic. 


At or near 


Over the au- 


Murmur gen- 


W 




thft apex. 


ptrficiaJ car- 


erally rough, 
long, and tond, 

called "blub- 
bering ; " b e- 
ginning after 

Bound and end- 


MlTOAL 








ine abruptly 
with the first 


Obbtruc- 
















sound. 










Weakened 


ISMnHlt.) 








aortic second 


1*-I 








sound, and in- 








tensified pul- 










monic second 










sound, the lat- 










ter owing to 










obstrurlion of 










the pulmonary 


P 










b J 
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„,o»„.. 


«.„.CT,0». 


r.^..r.o«. 


— m 


Great h^ptrlmphi 


See Left 


See Left 


Aortic regurgitation li ^^H 


and af terwurda dilata- 


Heart Hy- 


Heart Hy- 


more apt to induce mitral ■ 


tim of ihe left ven- 


pertrophy 


pertrophy 




tricle are induced. 


and Dilata- 


and Dilala. 


obstruction is, ■ 


Therefore in the early 


tion, eepe- 


eiall'j t ha 


In sucli ouies there may ■ 


part ot the diwuae, 


ciHlly Ihe 


coexist two, three, or even ■ 


of ttie fornier, and 


Utter. 


latter. 








of the left side of the ■ 


lUer those of both 
combined, wilt be 
found ; finally, if the 




jerking, ar- 


heart. ■ 




terial puliin- 


There is generally nei- M 




tiou felt in 


ther dropsy nor dyspntoa ^^^ 


patieut lives long 




superficial 


in aortic diseases, nnlesi ^^^H 


EDoaifh, only those of 




arreries all 


mitral regnrgitatiou coez- ^^H 






over the 
body. 


1 


Dilatation, and oft- 


See Rich I 
Heart fly 


See RiBht 


Mitral obstruction ii 


en hvpertrophy. ot 


Heart Hy- 




the left auricle Is first 


pertrophy 
and Dilata- 


uid DHat/- 


ease, and, when mot with. 


produced, followed liy 


is ofteoer fonnd in con- 


tion, eape- 


tion. espe- 


nection with mitral reffur- 


cially the 


cially the 


Kitation than alone. Stin 


ohatruciion;neKt. dil- 




latter. 


it moj exist without M- 




Distinct 


guixitalion. Iti.p«w«. 


BtAtion of the ri^fht 




purr/ny thrill 


to have mitral obstruction 


ventricle; next, dUa- 




oyti Ihe 


without a murmnr, if the 


tUioDof the riL'ht au- 






curtains are not adherent 


ricle. 




Ef^'"^' 


at their Mdea; and on the 


Finally, not often, 




other hand. Flintsays that 


bnt enceptioiisllv.hj- 






there mnv lie, rarely, a 


perlronhy or ciiiata- 
tion of the left van- 






inllral dinvt mnrmur with- 






out obsCmctlon when there 


trirle. 






is also free aortic regargi- 


cordingly. 












The orifiae is sometime* 








too small to admit the end 








of the lilile finpcr, whereas 








in health three finKoni can 








be passed through it. 
There cannot be mnoli 








mitral obalrnction or i«- 








gnrritation so loni; as th« 
aortic and pulmonic second 








ionnds prewrre their nol^ 








nal relative intensity. 


d 
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*„.c....„o.. 


DI8SABB. 




ftDnlmua. In- 


Hundur 














Systolic. 


At or acai 


Over the 








the apex. 


HupBriicia) 
c/rdiac 
space; and 
iiiiless too 
feeble, in the 
left HxiUa 
and behind, 
near the 
lower angle 
ot the left 
a<M.pnla. 


ly soft, bnt some- 
times roueh or mu- 
sical. 

Aortic BBCond 
sound weakened, 
but pulmonic sec- 
ond sound (heard 
in the eecond left 
intercoBUil space) 








Where mitral ab- 




















lution coexist.thers 








































preBjelolic and sys- 










tolic; the first of 


Reg PUG I TA- 








which nUl not be 
conveyed Co the left 
and back. Besides, 










they almost always 
differ in pitch and 
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TABLE NO. 11, Continued, 



PERCUSSION. 



The same 
changes take 
place as in the 
preceding ; and 
besides, there is 
always more or 
less hypertrophy 
or dilatation of 
the left ventricle. 

Percussion 
dullness increased 
in every direction. 



INSPECTION. 



Area of vis- 
ible impulse in- 
creased. . 



PALPATION. 



Impulse forci- 
ble or diffused 
according to the 
proportion of hy- 
pertrophy or dil- 
atation. 

Apex beat far- 
ther to the left 
than normal. 

If hypertrophy 
predominates, it 
will be lower 
than if dilatation 
predominates. 

Pulse vanable 
in volumey and in 
the later stages 
also Irregular in 
time. 



BEMABK8. 



The commonest of 
all valvular diseases, 
especially among the 
young. It often ex- 
ists alone, but may 
have mitral obstruc- 
tion associated with it. 
It is almost invaria- 
bly attended by a 
mnrmur, but a mitral 
systolic non-regurgitant 
iwtrmur may be pro- 
duced by simple 
rough ening, c a 1 c a- 
reous deposit, etc., 
without insufficiency 
of the valve. The 
signs which especially 
distinguish the regur- 
gitant from the non-re- 
gurgitant murmur are 
the strong pulmonary 
second sound, the 
weak aortic second 
sound existing even 
with hypertrophy of 
the left ventricle, the 
diffusion of the mur- 
mur to the left side 
and to the back, and, 
after the disease has 
made some progress, 
the symptoms of pul- 
monary congestion. 

D y s p n oe a and 
dropsy are prominent 
symptoms of mitral 
obstruction and re- 
gurgitation. 

Tricuspid regurgi- 
tation is often found 
as a secondary affec- 
tion in connection 
with mitral disease. 
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TABLE SO. 11, Cmtnutd. 1 


DIBBABE. 




I 




Bhj-lbn. ol 


tonrtlj of 
Hunaur. 


Uucnur tlK 
bunl- 


Ollwr IhlDpi to 




SjBtolic. 


Sreomi or 


Propagated 


Second pulmonic 






third left in- 


upwards tor 


Boniid impaired in 






tercoatal 


a shun dis- 


intensity. 






:e„"uZ 


tancc to- 


Murmur snper- 






wards tho 


ficisl and may be 
quite intense. Must 








leftcraviele. 








bat not over 


l« ciingnoeticated 








the aorta or 


from the .■noriiani'i! 








carotidB- 


pulmonic murmur. 










which is far mora 










common than th« 


n. RiuM 






tionalty an 


organic, either 


Heart, 






8^r"uct"'v*^ 


alone or with the 
other inorganic 
murmur — the 


Pdlhomo 








aortic direct. 


Obstrdc- 






with great- 
est intensity 
attheaecoud 


murs are nlwayg 
systolic, and almost 


(etCDCHb.) 






or third left 
iutercostal 


never occur except- 
ing at the aortic and 


16.] 

1 






space. The 
Ercqnenc; of 
tho aortic 

anil its other 
characters 
will afntt- 
aXly suffice 
for a diag- 
nosis. 


The inorganic 
murmur is soft and 
feeble, with normal 
heart sounds and 
no cnlnrgiement, not 
constant, occurs in 
an»mic persons, es- 
pei'ially young fe- 
males, and 19 ac- 

bruil de diabk. 




Diastolic 


Second or 


Propajmted 


Pulmonic setrond 






third l^ft iu- 




sound impaired in 






tsrcostal 


to wards tlie 


intensity. "^ 


' Puiwoinc 




•dJZ. 




This murmur, if 


Bbocsgita- 




cartil^. 












mon, might easily 










(InlQlBclracj.) 








ail aortic reKurgi- 


[T.] 








the pulmnnary di- 
rect murmur did 

not co-exist. 


% J 
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TABLE NO. 11, Cmilinuid. 






r^.^ 


«...„. 


..?3s:,irj"3 


trophy sud Uil- 


See Hyper- 
tropliy Bud Dil- 


Valvular diseases of 


the Tlghl htart. with 


the right vontri- 


Btation of the 


atation of the 






Right Ventricle. 


Right Vcutridle. 










are no infreijaFnt as 








lo be almobt unheard 
of; BO much rw, that 

lerm "vBltnlttr dis- 














ease " ia iiKd, the left 








heart )■ alwnv* meant. 
When nght-hoan 














leeiona exiN, they an 








nauallj, but not invft- 








left.fi™ri l«io.«. un- 








^^^H 






Cuntrai'y lo the rule 


^^^H 












whi.'h prHYBill q/iff 








birth, the right heart 
















than the lelL 


1 






P TheoreticsUf. 
1 hrperlrophy noil 


Sfle Ilyper- 
tropliy »n<i Dil- 


See Hjper- 
tiopliy and Dil- 


Pulmonic regnrgC- 

tntion U nctcdinglg 




aiBtioo of the 


atation of the 


rare, even more to 


l| right renin clo 


Bight Ventricle. 


Right Ventricle. 


than pulmonic ob- 


U are prodoci^U. 








H Percni.ion 






quomly the an Dried 


^ rigna MwnliDgl;. 






physical eigna of it 
are, to a great extent. 














Tricq,pld loauffl. 








cloncy may folio* 








r 






or rogargiiatioD. 


b 
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THE PHYSICAL DIAGNOSIS 



TABLE NO. 11, Continued. 



DISEASE. 



Tricuspid 
Obstruction. 

(Stenosis.) 
[8.1 



AUSCULTATION. 



Rhythm of 
Murmur. 



Presystolic. 



Tricuspid 
Reouroita- 

TION. 

(Insuflicieney.) 
[6.] 



Systolic. 



Maximum In- 
tensity of Mur- 
mur. 



At lower 
pait of ensi- 
lorm carti- 
lage. 



At lower 
part of ensi- 
form carti- 
lage. 



Murmur also 
heard. 



Generally 
limited to 
the superfi- 
cial cardiac 
space. 

If trans- 
mitt ed at 
all, it is to 
the right. 



Other things to be 
nocic«4. 



A murmur is not 
present in many 
cases of actual tri- 
cuspid regurgita- 
tion, even when 
there is a definite 
valvular lesion. 
Rarely, if ever, 
rough. 

Pulmonic second 
sound diminished in 
intensity. Mitral 
or aortic murmurs, 
or both, often coex- 
ist, differing in pitch 
and quality. 
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TABLE NO. 11, Continued. 



PERCUSSION. 


mspKcnoix. 


PALPATION. 


1 

BEMABKS. 


Theoretically, 
hypertrophy and 
dilatation of the 
right auricle are 
first produced. 






The rarest of alL 


First the right 
auricle is dilated, 
then the right 
ventricle is hy- 
pertrophied and 
dilated. Then 
comes enlarge- 
ment of the left 
ventricle on ac- 
count of its in- 
creased work. 

Percussion 
signs accord- 
ingly. 


Jugular pul- 
satiofif synchro- 
nous with the 
heart's systole, — 
a characteristic 
sign of tricuspid 
regurgitation, 
unless the right 
ventricle be very 
weak from dila- 
tation. 

Larger area of 
visible impulse 
than with any 
other valvular 
lesion. 


Indistinct apex 
beat unless there 
is considerable 
hypertrophy o f 
the left ventricle. 
Distinct e p i- 
gastric p u 1 s a- 
tion. 


Primary tricuspid 
regurgitation is very 
rare; but secondary 
to mitral stenosis or 
regurgitation, it is 
not uncommon. 

It not infrequently 
exists in cases where 
there is no definite le- 
sion of the valve, but 
where, on account of 
enlargement of the 
right heart from mit- 
ral disease, the tricus- 
pid orifice is enlarged 
without a proportion- 
ate enlargement of 
the valve. 
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THE PHYSICAL DIAGNOSIS 



TABLE NO. 11, Continued, 



DISEASE. 



Fatty Deqen- 

brationofthb 

Heabt. 



Cabdiac Neubo- 

SE8. 

(Nerroiu or func- 
tional disorders of 
the heart.) 



auscultation. 



Both heart soands are per- 
manently weakened, especiallj 
the Jirst. The second sound 
over the apex is clearer and 
louder than the first. First 
sound often absent. When 

})resent, it is short and valvu- 
ar, the muscular element or 
element of impulsion being 
greatljr impaired. This con- 
dition is persistent, not tempo- 
rary; and several examina- 
tions must be made before de- 
ciding on the diagnosis. 



Heart sounds healthy in 
quality, but intensified, clearer, 
and more abrupt than normal. 
Occasionally the first sound is 
metallic, and either may be re- 
duplicated. 

An inorganic anemic mur- 
mur is {sometimes heard at the 
base of the heart. It is systolic, 
either aortic or pulmonic or 
both, soft and feeble, often 
propagated into the carotids, 
and accompanied by a hum in 
the veins of the neck. 



FEBCUSSIOX. 



Normal area of dullness 
as a rule. 

Sometimes a dilated or 
hypertrophied heart un- 
dergoes fatty degenera- 
tion, when, of course, its 
increas«;d area of dullness 
will remain. 



Percussion dullness nor- 
mal. 

As a mere coincidence, 
functional disease may ex- 
ist in a hypertrophied 
heart. 
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TABLE NO. 11, Continued, 



nraPEcnoK. 


PALPATION. 


REMARKS. 


No visible im- 
pulse as a rule, 
even in thin per- 
sons. 

If there is anj, 
it is very indis- 
tinct. 


Verj little or no apex 
beat can be felt. If felt 
it is generally in its nor- 
mal poBition, and is irreg- 
ular or intermittent. 

If a hypertr o p h i e d 
heart becomes fatty, there 
is a tumbling, rolling mo- 
tion. 


Valvular lesions may co-exist. 

The diagnosis of fatty de- 
generation of a hypertrophied 
heart is very difficult. 


Increased area 
of visible im- 
pulse, which may 
be seen to be ir- 
regular and in- 
termit tent at 
times. 


Apex beat in normal po- 
sition. 

Increased action, not 
power. Beat abrupt and 
brief. A violent blow, 
not a powerful heaving. 

Sometimes impulse 
weaker than natural. 


The physical si^s are both 
negative and positive, — nega- 
tive in excluding all organic 
disease, and positive in show- 
ing the healthy size, position, 
and sounds of the heart. 

Patients with functional dis- 
ease complain much more of 
heitrt symptoms than those with 
organic disease. Inorganic pal- 
pitation is increased by seden- 
tary life, organic by exercise. 



^^^^H n>rDEx. ^^^^^^H 


1 ^gophan7, 44. 


Dilatatiou of the bronchi, 74. . 




heart, 84. 


E perc>.Bsioa reaoBance, 50. 


Dry or yibrating riles, 30. 


f wbiajier, 44. 


f Aniemic munmira, 87. 


Dullness on percosaion, 46. 


1 Aasurism, 76. 




Aortic obatructioo, 86. 




I regurgitatioQ, 88. 


Empyema, 56. ^ 


Asthma, 64. 


Endocarditis, 80. 






Broncliial raieH, 30, 




respiration, 26. 


Expiriition prolonged, 24. 


whiiiper, nomiBl, 40. 


1 


iocceased, 42. 


Fatty dcgcnetfltion of the heart, 98. 




Feeble re^^piration, 92. 


1 Bronchitis, acute and ctuoDic, 64. 


Fibroid phthids, 70. 


capiilacy, 66. 


Fins bubbUng rUes, 32, 




Flatness on pcrcnssion, 46. 




Fremitdi, diminished vocal, 41 ^^J 




increHBed vocal, 42. ^^^^H 


pnenmonia, 70. 


suppressed vocal, 4S. ^^^^| 


Broncbopliony, 42. 


Frictioa sounds, 36. ^^^^| 


whiflpering, 42. 


^^1 


; Bubbling raies, 32. 


Gurgling rSlcs, 34. ■ 


' CapiUary bronchitis, 66. 


Harsb respiratioD, 26. 


Cardiac noucoBM, 96. 


Healthy heart, 78. 


Carcinoma of Inng, 76. 








1 Cavernous rflles, 34. 


Hydrothorai, 58. 


rcBptration, 28. 


Hypertrophy of the left heart, 83. 


wlmper,44. 


tight heart, 82. 


eliciting. See Sibilant RiLBS, 30. 




Cogged-wheel rwpiiacion, 24. 


Increaged bronchial whisper, 4a. ^^ 




respiration, ^^^^| 


Crackling. See Crspitjimt Eiuis. 34. 


vocal fntmitus. ^^^H 


: Crepitant rUei, 34. 


Inorganic mormars, 87. ^^^H 

m 


L 



^^^10^^^ INDEX. ^^^^^^^ 


I 


InaofficLency, aortic, 86. 






mitral, 90. 


Pneumonia, acute lobw, 68. 




pulmonic, 92. 


catarrhal, 66,70. 


^^^1 


trienapid, M. 


chronic, 70. 


^^^H 


Intercostal neqmlglft. S5. 








Prolonged expiration, 94. 


^* 




Punile rcHpiratiou, SO, 22. 






Pulmonary tedenia, 69. 

percusaioQ rtaoiiance, 46, 




Jerldng respi^t'O". ^*- 


respi ration, 20. 




Laryngeal rSlea, 30. 


regurgitation, 92. 




respiralion, ao. 






Toicc, 40. 


U&les, bronchial. 30. 




Lacjngophonj, to. 


bubblicig, coarse, 32. 






bubbling, fine, 32. 




valvular lesions, 8G. 


ciivecnouB, 34. 




Lobar pneumoiiia, acBte, G8. 


cliukiiig. Sen StBii.Asr, 30. 




Lobolar pneumonia, 70. 


crackling. See CaEPiTAirr, 34 
crepilaut, 34. 




Metallic tinkling, 36. 44. 


dry, 30. 






gur(;ling, 34. 




Mitral obstruction, EB. 


birj iigeiil, 30. 




regurgitatioti, 90, 


moist, 30. 




Moist caicB, 30. 


mucous, 33, 




Morbid pleurnl sounds, 36. 


sibiiaul, 30. 




Mucous rfiles, 32. 


sonorous, 30. 






suh-crepitant, 32. 




Nervona diseaaea at the heart, 96. 


traclieal, 30, 






vesicular, 34. 




Neuroses, caMiac, 96. 


Reguvsitation. aortic, 88. 






mitral. 90. 




Ihnraric vocal resonance, 40. 


pulmonic. 92. 






tricuspid. 94, 




Tesicnlar respiration, 20. 




of. 


« 


46. 




(Edema, pulmonary, 58. 


amphoric, 50, 




Obsttuctioti, aortic, S6. 


cracked-metnl, 50. 




mitral, 88. 


diminished, 46, 




pulmonic, 92. 


exaggerated, 50, 




tricuspid, 94. 


romiiil vesicular, 46. 












veMciilo-tjmpanitic, SO. 






BcBonance. vacal, diminishad, 42. 




Phthisis, 73. 


ineraased, 42. 




W Plastic broncliitiB, 68. 


normal thonicic, 40. 




^^^ Pteuris/, acute, 54. 






^^^^k 






^^^^uiod^nU, 


amphoric, 28. 


^ 
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Respiration, bronchial, 26. 

broncho^cayerDoas, 28. 

broncho-yesicular, 26. 

cavernous, 28. 

cogged-wheel, 24. 

feeble, 22. 

harsh, 26. 

healthy, 20. 

iucreased, 22. 

interrapted, 24. 

jerking, 24. 

laryngeal, 20. 

puerile, 20, 22. 

pulmonary, 20. 

rough, 26. 

rude, 26. 

senile, 22. 

suppressed, 22. 

tracheal, 20. 

tubular, 26. 

tubulo-vesicular, 26. 

vesicular, 26. 

vesiculo-bronchial, 26. 

wavy, 24. 

weak, 22. 
Right-heart hypertrophy, 82. 

valvular lesions, 92. 

Sibilant r&Ies, 30. 
ScHiorons r^les, 30. 
Splashing, 38. 
Stenosis, aortic, 86. 

mitral, 88. 

pulmonic, 92. 

tricuspid, 94. 
Sub-crepitant r&les, 32. 
Suppressed respiration, 22. 

vocal resonance, 42. 



Tinkling, metallic, 36, 44. 
Tracheal rfiles, 30. 

respiration, 20. 

voice, 40. 

whisper, 40. 
Tracheophony, 40. 

whispering, 40. 
Tricuspid obstruction^ 94. 

regurgitation, 94. 
Tuberculosis, acute miliarf^ 72. 
Tubular respiration, 26. 
Tubulo-vesicular respiration, ^6. 
Tympanitic resonance, 4& 

Valvular lesions, 86. 
Vesicular rSles, 34. 

respiration, 20. 

resonance on percussion, 44. 
Vesiculo-tympanitic resonance on 

cussion, 50. 
Vesiculo-bronchial respiration, 26. 
Vibrating rales, 30. 
Vocal resonance, diminished, 42. 

increased, 42. 

normal thoracic, 40. 

suppressed, 42. 
Voice in disease, 42. 

laryngeal, 40. 

tracheal, 40. 

Wavy respiration, 24. 
Weak respiration, 22. 
Whispei-ing bronchophony, 42. 

pectoriloquy, 44. 

tracheophony, 40. 
Whisper, amphoric, 44. 

cavernous, 44. • 

. tracheal, 40. 



